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mseseseseseseSHeN | was invited to participate in this program, it was 
: suggested that there should be discussed the surgery of 
W chronic disease in the aged. To do this I turned to our 

: experiences at The New York Hospital-Cornell Medical 
i © Center and the associated Second Surgical Service of 
Bellevue Hospital, for material upon which these remarks would be 
based. It soon became evident that surgery in the aged does not lend 
itself readily to the partition of acute and chronic conditions because 
the basic disease may be more important than the phase for which 
surgery is undertaken. Furthermore in reviewing our overall experience 
in administering surgical therapy to those 65 years and over, it seemed 
significant that there were four conditions that emphasized the problems 
which confronted the surgeons in this endeavor. I would like to discuss 
these conditions because they are encountered whenever there are the 
aged to be cared for and because they present somewhat different mani- 
festations than when observed in younger individuals. The approach 
to the aged patients is to be varied to meet the individual problems that 


* Presented at the 28th Graduate Fortnight on Problems of Aging, of The New York Academy of 
Medicine, October 18, 1955. 


4 
4 
VOL. 32, NO. 8 
q 


560 F. GLENN 


arise if optimum results are to be obtained, The four conditions to 
be considered are: Biliary tract disease; Appendicitis; Intestinal obstruc- 
tion and Diverticulitis (Diverticulosis). 


Tract Disease 


Conditions arising from the biliary tract provide the most frequent 
single incident for abdominal surgical intervention in geriatric patients 
in our experience at The New York Hospital-Cornell Medical Center. 
Cutler,’ Strohl and Diffenbaugh? have also reported the frequency and 
importance of cholelithiasis and cholecystitis in the aged. 

During the 22 year period (September 1, 1932 to September 1, 
1954) 360 cases of nonmalignant biliary tract disease, in patients 65 
years of age or over, were treated by surgery at The New York 
Hospital-Cornell Medical Center. There were 25 deaths in this group, 
a mortality rate of 6.9 per cent. During the same period 1432 patients, 
50 to 64 years of age (with a mortality rate of 2.4 per cent), and 2389 
patients, under 50 years of age (with a mortality rate of 0.6 per cent), 
were treated for similar conditions. 


MORTALITY RATE BY AGE GROUPS ON 4181 PATIENTS FOLLOWING 
SURGERY FOR NONMALIGNANT DISEASE OF THE BILIARY TRACT 


Age No. of Patients No. of Deaths Mortality Rate 
Under 50 years 2389 15 0.6% 
50-64 years = 1432 34 24% 

65 years and over ™ . 860 25 6.9% 

Total 74 1.78% 


Diagnostic Classification: Two hundred and fifty of these geriatric 
patients were treated for chronic cholecystitis, 98 for acute cholecysti- 
tis, and 12 for postoperative and other benign strictures of the chole- 
dochus. The percentage of patients with acute cholecystitis as opposed 
to chronic biliary tract disease in the total series was 19.04 per cent 
among those under 50 years of age, 20.8 per cent among those 50 to 
64 years of age, and 25.5 per cent among those 65 years of age 
and older. 
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Preoperative Evaluation: The presenting symptoms of biliary tract 
disease in the older age group varied little from the others. The more 
advanced changes in the biliary tract, resulting from long-standing dis- 
ease such as common duct stone and biliary cirrhosis, were of course 
more frequent. The differences observed in the older age group in 
comparison to the younger patients included the systemic degenerative 
changes, all of which have a bearing on the outcome of any surgical 
therapy. 

For the purpose of attempting to predict the occurrence of post- 
operative fatalities and complications, the 360 operative cases were 
classified according to the major degenerative disease processes discern- 
ible in their preoperative state. The mortality for the entire group was 
6.9 per cent (25 postoperative deaths). 


PREOPERATIVE EVALUATION OF 360 PATIENTS (65 YEARS OF AGE AND 
OLDER) WITH RESPECT TO THE PRESENCE OF DEGENERATIVE 
DISEASE PROCESSES 


Non-Fatal 


No. of Patients* Complications Mortality 
No major degenerative disease ; a 135 20(14.8%) 4(2.9%) 
Hypertensive cardiovascular disease 144 25 (17.3%) 10(6.9%) 
Arteriosclerotic heart disease 60 12(20.0%) 5 (8.3%) 
Diabetes mellitus (moderate to severe) 19 2(10.5%) 
Chronic pulmonary disease . 22 2(9.1%) 2(9.1%) 
Cirrhosis 6 2(33.3%) 
Chronic renal disease 6 1(16.6%) 1(16.6%) 
Miscellaneous major chronic disease 14 2(14.3%) 2(14.3%) 


* 41 patients are classified in two groups 
1 patient is classified in three groups 


1. One hundred and thirty-five patients (not the largest group) 
were regarded as having no major degenerative disease process. These 
patients did have some degree of generalized arteriosclerosis, osteoarthri- 
tis, diverticulosis, or benign prostatic hypertrophy. They did not have 
the disease processes listed to a major degree. There were 20 non-fatal 
complications (14.8 per cent) and four fatalities (2.9 per cent) among 
the aged patients in this group without recognized major disease 
processes, 
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2. Hypertensive cardiovascular disease was present in 144 patients 
(the largest group). These were patients with a sustained systolic blood 
pressure over 160 or diastolic blood pressure over go. They had en- 
larged hearts with left ventricular preponderance. The highest con- 
sistent pressure was 230/120, There were no cases of malignant hyper- 
tension, There were 25 non-fatal complications (17.3 per cent) and 
10 deaths (6.9 per cent) following surgery in this group. 

3- Arteriosclerotic heart disease of a significant degree was noted 
in 60 patients. These individuals had sustained previous coronary 
occlusion (by electrocardiographic study) or had demonstrated electro- 
cardiographic changes of a less marked degree associated with angina 
pectoris or cardiac decompensation. There were 12 non-fatal complica- 
tions (20 per cent) and five deaths (8.3 per cent) in this group follow- 
ing surgical intervention for biliary tract disease. 

4. Severe chronic primary pulmonary disease was present in 22 
cases, consisting of severe emphysema and bronchiectasis. There were 
two non-fatal complications (9.1 per cent) and two fatalities following 
surgery among these patients, 

5. Diabetes mellitus of a degree requiring a significant daily insulin 
administration was present in 19 Cases. There were two non-fatal 
complications (10.5 per cent) and no postoperative deaths in this group. 

6. Cirrhosis, complicated by either hemorrhage from esophageal 
varices, ascites, or jaundice, was present in six instances (by preopera- 
tive evaluation). There were two postoperative deaths in this group 
(33-3 per cent) following biliary tract surgery. 

The most striking conclusion to be drawn from an analysis of these 
patients is that an elective biliary tract procedure is tolerated remark- 
ably well by the geriatric patient; in fact the difference in the compli- 
cation rate and mortality rate between the aged (over 65 years) and 
the control (50 to 64 years) group is not great. In contrast, the aged 
patient tolerates emergency biliary tract procedures, either for simple 
acute cholecystitis or for acute cholecystitis with choledocholithiasis, 
relatively poorly. Both mortality and complication rates are strikingly 
higher than in patients in younger age groups. This observation sup- 
ports the concept that elective cholecystectomy in the aged patient 
with symptomatic biliary tract disease is even more important than in 
the younger patient, who can better tolerate the emergency procedure 
if such becomes necessary. The aged patient, even with advanced 
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degenerative disease processes, when carefully evaluated and prepared 
for surgery, may be operated upon with a mortality of less than 2 
per cent. In acute cases the improvements in all types of preoperative 
and postoperative care of biliary tract patients have produced notable 
reductions in mortality and complication rates in the younger age 
groups; but in the aged the mortality for such procedures remains 
above 5 per cent. 

In any discussion of biliary tract conditions requiring surgery one 
should keep in mind the possibility of acute cholecystitis developing 
after surgery directed at some other organ or system.* Over the past 
ten years several reports have emphasized that acute cholecystitis is a 
complication that is not rare following surgical procedures, It is most 
frequently seen in the older patients who have gallstones albeit these 
may not have been previously recognized, Fasting with the consequent 
storage of concentrated bile in the gallbladder and the sudden attempt 
of that organ to empty itself when food is taken, is believed to provide 
the mechanism for the production of a fulminating obstructive type of 
acute cholecystitis. The failure to recognize and properly treat acute 
cholecystitis in the aged may be followed by perforation of the gall- 
bladder, peritonitis, and death. 


APPENDICITIS 


The mortality rate for appendicitis treated surgically has been 
greatly reduced in recent decades. Tashiro and Zinniger* in reviewing 
the experience at the Cincinnati General Hospital reported the fol- 
lowing: 


Year Mortality Rate 
1915-1934 6.4 per cent 
1934-1939 4.8 per cent 
1939-1944 3.3 per cent 


Hawk, Becker and Lehman’ in an analysis of their experience with 
appendicitis at the University of Virginia Hospital also noted a marked 
improvement. They have reported: 


Year No. of Pts. Mortality Rate 
1933-1937 1069 3.27 per cent 
1943-1948 1003 0.8 per cent 
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These and other representative clinics throughout the country 
are in close agreement. In 1952 Wolff and Hindman® on the Second 
Surgical Division (Cornell) Bellevue Hospital reviewed a consecutive 
series of 88 patients over 60 years of age with acute appendicitis who 
were operated upon. For the decade of 1940-1949, the mortality was 
4.5 per cent. During the same period a control group of 274 patients 
in an age range of 30-49 years of age, were operated upon with only 
two deaths, a mortality rate of 0.7 per cent. Equally striking was the 
high incidence of major complications; 41 per cent in the former and 
12 per cent in the latter. 

Thus while it is true that appendicitis treated surgically has resulted 
in an ever-decreasing mortality rate over the past 50 years there remains 
in the older age group an opportunity for further improvement. With a 
greater proportion of our population living into the older age group it 
is well for us to emphasize the following: 

1. Acute appendicitis occurs in all ages. 

2. Acute appendicitis in the aged may be attended with mild symp- 
toms of insidious onset. 

3. At present the mortality due to appendicitis is concentrated 
chiefly in the older age group. 

4. The older age group when carefully evaluated and prepared 
withstand operation well. 

1. Acute appendicitis occurs in all ages: Although the majority of 
patients who develop acute appendicitis are young adults it is to be seen 
in all ages. In the very young, infants and small children, diagnosis may 
be difficult. The same may be said for the opposite extreme of life 
in the aged. Hunter’ in an analysis of diagnostic errors collected from 
case records at the Massachusetts General Hospital over a recent 25 
year period found that 100 different diseases were misdiagnosed for a 
total of 470 errors. Eleven of these 100 diseases were misdiagnosed ten 
or more times. Eleven of the diagnostic errors concerned acute appendi- 
Citis, 

2. Acute appendicitis in the aged may be attended with mild symp- 
toms of insidious onset: Cutler reported that one of his patients gave 
only a history of vague abdominal pain of four days duration and yet 
at operation a well developed abscess was found. We have observed 
patients over 65 who have had sudden onset of abdominal pain with 
nausea and vomiting that enabled us readily to make a diagnosis of 
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acute appendicitis, but we too have seen more patients in the older 
age group in whom the history, laboratory data and physical findings 
were atypical. The diagnostic problem was far from simple. We have 
made errors in two ways. First, we have diagnosed some other condi- 
tion when the patient had appendicitis, An example was that of a 
72 year old physician who following a game of handball with a junior 
colleague noted a dull aching pain in the RLQ where he was able to 
palpate a mass. I saw him about two hours after his discovery and it 
was my impression that he had a tumor of the cecum. He believed it 
was an appendiceal abscess, At operation it was demonstrated that his 
diagnosis was correct and he lived for nine years to later die of arterio- 
sclerosis. Secondly, we have made the diagnosis of appendicitis and 
then found at operation that we were wrong. An example was that of a 
67 year old woman upon whom a gastric resection for ulcer had been 
done two years before. She suddenly developed generalized abdominal 
pain with nausea and vomiting 14 hours before admission to the hospital. 
There was an elevation of temperature to 37.4° with tenderness over 
the RLQ. Leukocytosis count was 14,000, My diagnosis was acute 
appendicitis but at operation a napkin-ring type of carcinoma of the 
ascending colon was found. The appendix was normal. 

These two patients lend emphasis to the difficulties of diagnosis 
in the aged patients. Differential diagnosis requires the consideration 
of a wider range of conditions than in the younger age groups, and a 
more acute awareness of minimal signs and symptoms. In a sense we 
are less experienced, because in the past we have had fewer patients 
in the older age group, But now that each year they compose an increas- 
ing proportion of our total population we are gaining more experience, 
and we may expect that our ability to make the correct diagnosis 
will improve. 

So far as appendicitis is concerned it may be said that the principles 
established for its treatment in other age categories should be applied 
to the aged. When a diagnosis of acute appendicitis has been made or 
when it is a likely diagnosis, operation should be done. Peritonitis from 
a perforated appendix and its complications are associated with a high 
mortality rate. Antibiotics will not protect such a patient. Appendec- 
tomy for appendicitis and/or drainage for an appendiceal abscess afford 
the most effectual treatment for all ages including those over 65 years. 
I am convinced that the risk of an abdominal operation in the presence 
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of the findings commonly associated with an “acute abdomen” is mini- 
mal compared to that assumed when non-surgical treatment or pro- 
longed “watchful waiting” is followed. Emphasis should be placed 
on the fact that the older age patients will stand surgical procedures 
well if there are not complications, such as massive infection, which 
place an additional burden upon the remainder of the body economy, 
particularly the cardiovascular and renal systems which frequently 
lack the reserve they had earlier in the more robust period of life. In 
the aged these systems often have various degrees of impairment 
and will not withstand additional increments. 

3. At present the mortality due to appendicitis is concentrated 
chiefly in the older age group: Fifty years ago the mortality rate of 
appendicitis in this country was high for those operated upon, It was 
estimated at 11 per cent in 1905. Then and for many years thereafter 
it remained high and perhaps was higher than the estimate because 
many individuals died without a correct diagnosis being made; hospital 
facilities were not available to those somewhat removed from the 
larger towns and cities. Today the mortality rate is estimated at 0.1 
per cent and it is a much more accurate figure. The profession is better 
trained, the public more informed and greatly increased facilities are 
available for diagnosis and treatment. It is unusual for a patient nowa- 
days to come into The New York Hospital-Cornell Medical Center 
with symptoms of appendicitis of more than a few hours’ duration. 
Thirty years ago the reverse was true. As a result death from appendi- 
citis is rare indeed, Those with complications and those who die fall 
into the older age group. I think the explanation is evident and that 
in the future the aged with appendicitis will be more accurately 
diagnosed and more promptly treated. The course of events then will 
parallel that of the younger segment of our population. 


INTESTINAL OpsTRUCTION 


In 1933 a 72 year old woman was admitted to The New York 
Hospital-Cornell Medical Center because of abdominal pain and vomit- 
ing of three days’ duration. She had a strangulated femoral hernia. She 
was markedly dehydrated and in shock. Her prognosis was grave 
indeed. Following partial restoration, according to calculation, of fluid 
and electrolytes and gastric decompression, Poupart’s ligament was 
divided under local anesthesia. The gangrenous bowel was excised 
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and the divided bowel ends exteriorized, She recovered later, and end- 
to-end anastomosis was done to reestablish bowel continuity. The site 
of the obstruction was proximal ileum. 

Intestinal obstruction is always a serious condition and must be 
corrected. In general the higher in the gastrointestinal tract is the 
obstruction, the more rapidly devastating is the clinical course, The 
aged patient with reduced physiological capacity and often with im- 
paired function tolerates intestinal obstruction less well than the young 
and vigorous. It is essential therefore that it be recognized early and 
treated with dispatch. We have kept a careful record of our experience 
with patients over 65 years of age with intestinal obstruction who have 
been treated on the surgical pavilions of The New York Hospital— 
Cornell Medical Center.* 

There were 120 patients over the age of 65 with acute mechanical 
intestinal obstruction, The average age was 71.8 years, There were 
19 deaths, an over-all mortality of 15.08 per cent. The average age 
of the fatalities was 74.8 years. 

The etiologies of the intestinal obstructions fell into a natural classifi- 
cation and are listed in the following table. 


ETIOLOGICAL INCIDENCE OF INTESTINAL OBSTRUCTION IN 
120 AGED PATIENTS 


Etiology No. of Cases Percentage 
External hernia (all types) 39 32.51% 
Adhesions 28 23.30% 
Neoplasm 21 17.50% 
Diverticulitis (colon) 9 7.50% 
Volvulus 5.84% 
Internal hernia 4 3.34% 
Mesenteric occlusion 4 3.34% 
Obstruction of anastomosis (colon) 4 3.34% 
Gallstones 3 2.50% 
Stricture (ileum) 1 0.83% 


External herniae, adhesions and neoplasms comprise the bulk of the 
cases in a proportion similar to the etiologies of intestinal obstruction in 
younger individuals. The 39 cases of external herniae were subdivided 
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as follows: 17 femoral, 14 inguinal, five ventral and three umbilical. 
Of the 21 cases of neoplasms, 16 were in the left colon, three in the 
right colon and two in the small intestine. 

The results of operative and non-operative treatment in respect to 
the etiologies are shown in the following table. 


OPERATIVE AND NON-OPERATIVE FATALITIES 


Operative Non-Operative 

Etiology No. of Cases Deaths No. of Cases Deaths 
External hernia 39 1 0 0 
Adhesions 25 2 3 1 
Neoplasm 21 6 0 0 
Diverticulitis 6 l 3 0 
Volvulus 6 2 1 1 
Internal hernia 0 0 
Mesenteric occlusion I 1 3 3 
Obstruction of anastomosis 1 0 0 0 
Gallstones 3 1 0 0 
Stricture 1 0 0 0 

Total 110 14 1) 5 


An emergency operation was performed as the definite form of treat- 
ment in 110 cases. There were 14 deaths, an operative mortality of 12.73 
per cent. Of the 10 remaining patients, five survived as a result of 
successful non-operative treatment and five succumbed, a non-operative 
mortality of 50 per cent. Four of the five non-operative patients who 
died were considered too ill to undergo an operation and in one a 
diagnosis of intestinal obstruction was not made. 

Our experiences in the treatment of small bowel obstruction are 
summarized in the following two tables. There was a total of 80 cases 
of small bowel obstruction with 11 deaths, a mortality of 13.7 per cent. 
Simple small bowel obstruction occurred in 45 cases with four deaths, 
a mortality of 11.2 per cent. Seven deaths occurred in the 35 cases of 
strangulated small bowel obstruction, a mortality of 20 per cent. Four 
of the seven deaths in strangulated small bowel obstruction were not 
operated upon; accounting for the increased mortality. 
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SMALL BOWEL OBSTRUCTION 


Single Obstruction Strangulated Obstruction 

Etiology No. of Cases Deaths No. of Cases Deaths 
Femoral hernia 6 0 9 0 
Inguinal hernia 2 0 11 1 
Ventral hernia .. 2 0 2 0 
Umbilical hernia : 0 0 3 0 
Adhesions eat 25 3 2 0 
Mesenteric occlusion 0 0 4 4 
Volvulus 2 0 3 2 
Internal hernia 3 0 1 0 
Gallstones 2 1 0 0 
Neoplasm 2 0 0 0 
Stricture l 0 0 0 


MORTALITY IN SMALL BOWEL OBSTRUCTION 


No. of Cases Deaths Percentage 


Simple small bowel obstruction ‘ 45 4 8.8% 
Strangulated small bowel obstruction . 35 7 20.0% 
Total Cases 80 ll 13.75% 


The experiences with large bowel obstruction are summarized in 
the tables below. There was a total of 40 cases of large bowel obstruc- 
tion of which eight died, a mortality of 20 per cent. Seven deaths 
occurred in 35 cases of simple large bowel obstruction and one death 
occurred in the five strangulated large bowel obstructions. This high 
mortality rate is not surprising as almost half of the large bowel obstruc- 
tions were due to carcinoma, and three of the eight deaths were the 
result of terminal carcinomatosis. 


LARGE BOWEL OBSTRUCTION 


Single Obstruction Strangulated Obstruction 


Etiology No. of Cases Deaths No. of Cases Deaths 
External hernia 1 0 3 0 
Adhesions l 0 0 0 
Volvulus 0 0 2 1 
Diverticulitis 9 1 0 0 
Gallstones 1 0 0 0 
Carcinoma left colon 16 5 0 ) 
Carcinoma right colon ...... 3 1 0 0 


Obstruction of anastomosis + 0 0 0 


August 1956, Vol. 32, No. 8 


a 
i. 
=~ 
ny 
a 
ies 
: 
2 


570 F. GLENN 


MORTALITY IN LARGE BOWEL OBSTRUCTION 


No. of Cases Deaths Percentage 
Simple large bowel obstruction 35 7 20% 
Strangulated large bowel obstruction 5 1 20% 
Total Cases 40 20% 


A comparison of the mortality rate in simple vs. strangulated 
obstructions (occurring in either the large or small bowel) showed a 
mortality of 13.7 per cent (11 deaths in 80 cases) in simple obstructions 
and a 20 per cent mortality (eight deaths in 4o cases) in strangulated 
obstructions, 

The causes of death were varied and are summarized below: 


CAUSES OF DEATH 


Causes No. of Cases Percentage of Total 
Shock and peritonitis secondary to obstruction Ss 42.2% 
Cardiovascular 21.0% 
Carcinomatosis . + 21.0% 
Peritonitis secondary to operation 2 10.5% 

Fluid and electrolyte imbalance l 5.B% 


Shock and peritonitis were the most common causes of death, It 
occurred in eight cases directly due to the effects of the intestinal 
obstruction, In two cases it occurred as a complication of the operation. 
In one case the patient died of fluid and electrolyte imbalance. This 
makes a total of 11 deaths resulting directly or indirectly from the 
intestinal obstruction. Of the remaining eight deaths, four were cardio- 
vascular in nature and four were due to terminal carcinomatosis, Elim- 
inating the deaths from terminal carcinomatosis, it is apparent that many 
of the fatalities might have been prevented had prompt and efficient 
treatment been carried out. 

From our experience with intestinal obstruction in elderly patients 
we, with others, believe that they are less able to withstand the com- 
plications of shock and peritonitis than are the younger and more 
robust. We contend therefore that indicated treatment instituted 
promptly will best enable us to care for the aged with a low mortality. 
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DIverTICULITIS 


Welch, Allen and Donaldson® reported that in a check of 2000 
consecutive barium enemas done in the Massachusetts General Hospital 
over a three year period (1950, 1951, 1952) they found that neither 
diverticulosis nor diverticulitis of the colon was observed below the 
age of 35, and that it gradually increased thereafter so that at 85 
years of age or older, two-thirds of the patients were found to have 
diverticula, They also report the incidence of diverticulitis likewise 
increases with age. For example, one-fifth of the patients in the sixth 
decade of life who had diverticulosis also had diverticulitis; whereas, 
in the ninth decade this fraction had increased to one-third. 

Over a five year period, from 1947-1951 inclusive, on the surgical 
service of The New York Hospital-Cornell Medical Center we treated 
102 patients with acute diverticulitis of the colon.” Their average age 
was 60.2 years. Forty-one or 40 per cent required some surgical opera- 
tion, a total of 85 procedures being done on this group. For the 
remainder, or 60 per cent, response to conservative measures was satis- 
factory so far as immediate treatment was concerned, It should be kept 
in mind that a patient who has diverticulosis and has had an episode 
of diverticulitis may well have additional attacks and their future course 
is unpredictable, Diet regulation with accessory medications such as 
mineral oil or Metamucil to keep the stools soft and movements regular 
provide satisfactory management for many patients. 

Of course we are here concerned with those who require surgery. 
They may be placed in two categories for the purpose of discussion. 
First, there are those in whom the indications for operative treatment 
are urgent and secondly there are those who may be approached with 
greater deliberation thus allowing time for meticulous preparation. 

1. Patients requiring immediate surgery: If, because of the severity 
of the patient’s signs and symptoms, an exploratory laparotomy is 
deemed advisable and a diagnosis of diverticulitis thereby established, 
we believe a transverse colostomy should be done at that time. Of the 
five patients who had an exploratory laparotomy with drainage, two 
had to have a transverse colostomy shortly thereafter. Diverting the 
fecal stream permits the inflammatory process to subside. Resection 
of the diseased portion of the bowel is the ultimate aim, but to do so 
in the face of acute inflammation is hazardous and unjustified, By put- 
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ting the distal segment at rest for a time, the resection may be under- 
taken at a later date with much less risk. Simple stab wound drainage 
does not provide adequate treatment for the primary process of the 
disease. If an abscess is found in the pelvis, it should be drained by 
lateral stab wounds, but the transverse colostomy should still be done. 

Postoperatively, the patients are maintained on nothing by mouth, 
indwelling nasal-gastric tube suction, parenteral fluids, and antibiotics. 
Special attention is given to electrolyte and fluid balance during the 
immediate postoperative period. The colostomy is usually opened on 
the second to third day, depending on the degree of distention of the 
bowel. After opening the colostomy the gastric tube is removed and 
fluids are started by mouth. Colostomy irrigations are started on the 
seventh postoperative day in an effort to achieve early control over 
the discharge. The antibiotics are continued for about ten days to 
two weeks postoperatively. 

The length of time between colostomy and resection is an individual 
problem and must be determined by clinical and x-ray findings. 
Persistent elevation of temperature, and white cell count, and abdominal 
or rectal tenderness are all contraindications to resection. X-ray evi- 
dence of severe spasm is also a contraindication, but it is seldom neces- 
sary to wait for complete disappearance of bowel spasm before 
undertaking resection because vestiges of inflammation may remain 
for more than a year. Combining the findings from periodic clinical 
and x-ray examinations, a satisfactory time may be chosen for resection 
that is necessarily neither delayed after colostomy nor so early that 
that patient’s welfare is jeopardized. 

2. Patients for whom indicated surgery is not urgent: Mature, 
sound surgical judgment is essential to accomplish the desired result in 
these individuals. The crux of the problem centers about (a) the indi- 
cations for resection of the bowel with diverticulitis; (b) when should 
a resection be preceded by a colostomy and when may a primary resec- 
tion with immediate restoration of continuity be done; (c) the extent 
of the resection when there is a wide distribution of diverticula and a 
localized area of diverticulitis, 

We believe that obstruction, perforation, with or without abscess 
or fistula formation, severe pain, and questionable lesions that resemble 
carcinoma should all be treated surgically. Hemorrhage may require 
surgery, but the source of bleeding must be evaluated carefully in 
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order to avoid continuation of bleeding after a resection that was 
intended to be curative. Once a resection has been deemed 
necessary, the patient is placed on large bowel preparation, con- 
sisting of a clear fluid diet and appropriate antibiotics. Purging is 
contraindicated for fear of causing acute exacerbation of the inflam- 
matory process, Patients with colostomies who are being prepared for 
bowel resection are given gentle irrigations of the distal loop with saline 
or water to which Aureomycin or Terramycin has been added in order 
to facilitate adequate preparation of the bowel. 

When a patient has any degree of large bowel obstruction, perfora- 
tion or fistula formation, we believe that a colostomy is indicated as a 
primary procedure, If at the time resection is contemplated, whether as 
a primary or secondary procedure, there is still sufficient inflammation 
to render dissection and resection hazardous, then the procedure should 
be terminated and only a colostomy done if it has not been done before. 
Further time and preparation will reward the surgeon with a much 
easier resection, a better anastomosis and should be less dangerous to 
the patient. 

As with the acute surgical cases the optimum time between complete 
diversion of the fecal stream by colostomy and elective resection varies 
with the degree of inflammation, Usually three to four months is a 
sufficient interval, although some cases may require as long as a year. 

At the time of resection, should a vesicosigmoid fistula be excised, 
we close the bladder in two layers with catgut and place an indwelling 
Foley catheter in the bladder. Occasionally, when a large segment of 
the bladder is removed, a suprapubic cystotomy tube is used in addition 
to the Foley catheter. This may usually be removed by the tenth post- 
operative day. 

We have recently adopted a more radical procedure at the time of 
resection, X-rays commonly demonstrate the greatest degree of inflam- 
mation and predominance of diverticula to be in the region of the 
sigmoid. The descending colon may often have diverticula as well, 
which, though not acutely inflamed at this time, may become involved 
after the resection. For this reason we now resect both the sigmoid 
and a major portion of the descending colon, Mobilizing the splenic 
flexure may be tedious and may lengthen the procedure somewhat, but 
we believe that long-term follow-up studies will justify this policy. 
It has not increased the morbidity or mortality. 
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Following primary resection these patients are maintained on indwell- 
ing nasogastric tube suction, nothing by mouth, parenteral fluids and 
antibiotics until they begin to have active bowel sounds and expel 
flatus, At this time the tube is removed and oral fluids are begun. Since 
these patients are usually quite elderly, they do not tolerate electrolyte 
or fluid imbalance well. Therefore special attention is always directed 
at this problem. The diet is gradually advanced to a low-residue diet 
and mineral oil given to insure a soft stool. Antibiotics are usually 
discontinued by the seventh day after operation. 

If a patient has had a preliminary colostomy, this may be closed 
from ten to twelve days after resection provided x-ray studies of the 
distal segment prove satisfactory. Postoperatively these patients are 
managed as a primary resection. 

We have performed 85 procedures on 41 patients. There were two 
postoperative deaths, a mortality of 4.8 per cent. Both these fatalities 
occurred in the acute surgical emergency group. There was a total 
of 15 postoperative complications, an operative morbidity of 17.6 
per cent, 


POSTOPERATIVE COMPLICATIONS FOLLOWING SURGERY 
FOR ACUTE DIVERTICULITIS 


Wound infections 
Fecal fistulae 3 
Pulmonary infarction without thrombophlebitis 2 


Pelvic abscess 1 
Urinary retention 1 
Agranulocytosis l 
Cerebrovascular accident l 
Parotitis l 
Bowel perforation 1 

15 


Diverticulitis in the aged in our experience can be managed with 
conservative measures in about 60 per cent of instances. When surgery 
is indicated it should not be side-stepped because of the patient’s age. 
Each individual requires careful evaluation and, insofar as possible, 
proper therapeutic measures utilized to neutralize any disorders that are 
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commonly encountered in the older age group. Searching out these 
conditions and anticipating their potential hazards should enable the 
surgeon to accomplish resection and reestablishment of colon continuity, 
with a mortality and morbidity of complications rate that is only 
slightly higher than found in those who are somewhat younger. 

Because the incidence of diverticulosis increases decade by decade 
after 50, as does also the appearance of superimposed diverticulitis, we 
should anticipate that we are going to encounter problems relative to 
the management of these conditions more frequently in the future 
among those 65 years and older. 


Discussion 


Measures that provide better health result in long life. The pro- 
portion of our population 65 years and over is now the greatest it has 
ever been, It is presently estimated at approximately 14,000,000. The 
indications are that this trend will continue. Those who reach this age 
category are subject, as are those who are younger, to a wide range 
of conditions that are best treated by surgery. In the past there has 
been a tendency, still existent in many quarters, to withhold indicated 
surgery because of anticipated hazards, fancied and actual. The contra- 
indications to surgical therapy among the aged commonly accepted 
a few decades ago are gradually being neutralized. This is taking place 
because many of the real problems inherent in undertaking surgical 
therapy are being studied and an adequate solution provided, The gen- 
eral advancements in surgery have enabled us to better solve the 
problems relative to anesthesia, water and electrolyte balance and im- 
paired function of various organs and systems. The aged, like the very 
young, do not have as wide a margin of physiological functional reserve. 
They require greater precision of management. This includes pre- 
operative evaluation and such correction of abnormal function as is 
practical. Recognition of these enables one to select the optimal acces- 
sories in surgical therapy. Our facilities and armamentarium were never 
better so that it is possible even in the poor risk patient of any age to 
proceed with greater safety upon any surgical procedure. Thus the 
aged patient with a condition requiring surgery is prepared and operated 
upon without undue delay and then mobilized immediately after 
recovery from the effects of anesthesia with minimal risk and disturb- 
ance to his or her overall normal physiological functional capacity. 
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MODERATOR ZEMAN: [| want to welcome you to this panel meeting 
on the “Everyday Problems in the Care of the Aged.” If you have been 
reading the program of the entire Fortnight you will see that a great 
many problems of the aged patient have been discussed in considerable 
detail, but the Program Committee was of the opinion that there would 
be a variety of topics that would not be covered by these scholarly 
presentations. We felt that it would be worth while to devote a full 
session to the day-to-day needs of the patients as they are seen by the 
practitioner on his daily rounds, 

| want to present to you at this time the members of the panel, 
and explain why they were chosen. On my extreme left is Dr. Norton . 
S. Brown, distinguished internist of Roosevelt Hospital; next to Dr. 
Brown is Miss Ollie Randall of the Community Service Society, na- 
tionally known for her work in the social problems of the aged. Next 
to Miss Randall is Miss Marian Randall, the Executive Director 
of the Visiting Nurse Service of New York, one of the oldest nursing 
agencies in the city and one that in my opinion is insufficiently known, 
and whose accomplishments have been too little heralded throughout 
the community. On my left is Dr. Robert McGraw, whom we may 
best characterize as an unusually sensible psychiatrist, one whose con- 
versation is singularly free of the mumbo-jumbo that at times character- 
izes the utterances of some of his colleagues, 

There was a time, not too distant, when the problems of the aged 
created nothing but despair in the hearts of physicians because there 
was really so little that they could do about old age. Ever since the 
beginning of time these problems have been with us and in each 
generation we have done the very best that we knew how. However, 
with the development of modern medicine and modern hygiene not 
only has the duration of life been increased, with more and more people 
living to reach advanced age, but modern science has put into the hands 
of physicians new methods and new drugs for ameliorating, if not 
curing, many of the maladies of old age. 

In addition, there has grown up an entirely new attitude of optimism 
toward these problems. Moreover, the community has developed a 
great many resources for the care of the aged which a physician must 
know about and learn to utilize. In fact their best utilization de- 
pends entirely upon the appreciation of the physician and his whole- 
hearted cooperation. For that reason our panel this morning includes 


Bull. N. Y. Acad. Med. 


EVERYDAY PROBLEMS IN THE CARE OF THE AGED 579 


not only physicians but also a distinguished social worker and a dis- 
tinguished professional nurse. What we hope to do, through the ques- 
tions that the panel will try to answer, is to give the audience some 
idea of the problems, and how they may be solved, of a hypothetical 
individual aged about 75, living at home and being cared for by his 
own physician. I think in this way we will limit ourselves and keep 
out of areas that would require more time for exploration than we 
have at our disposal today. 

I shall call upon Miss Ollie Randall, to tell us something about the 
problems of daily life that old people encounter in regard to their social 
and economic status as well as something of their housing problems. 

MISS OLLIE A. RANDALL: That is a large order! I am much relieved 
by Dr. Zeman’s introductory remarks since this means you are not 
to expect any scholarly presentation from me, What I have to say 
has been learned through many years of experience in working with 
older people and their problems as they come to us in social agencies. 

I think we can speak about two kinds of problems that we encounter 
within an agency,—first, the problems as they appear co older people 
and secondly, the problems they become within the agency in its efforts 
to find some kind of a solution,—not always the right solution or the 
solution that the individual wants or that the social worker himself 
wants. I think we can enumerate the problems we encounter on the 
fingers of one hand. I would like to state at the outset that not every 
older person has all of these problems. They are certainly not confined 
to any one social group, any one age group or to any one economic 
group. I would say that the situations we encounter most often are 
loneliness, idleness, reduced income, reduced health and the need to 
find the right kind of a place to live, one which is acceptable to and 
within the means of the older person. 

From the point of view of those of us who deal with these problems 
of the older person, we find that our solutions are difficult to accom- 
plish because, in spite of Dr. Zeman’s optimism, we still lack the right 
kinds of services and facilities for the older person. The problems that 
we face and try to do something about are the problems of isolation, 
and the causes of isolation. We would like to know more about these 
causes because they are part of the personal difficulties of the older 
person. The family relationships are an integral part of the individual’s 
attitude towards himself, toward what he can do for himself and what 
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he expects of others. There is also the problem of occupation,—whether 
or not the person should be working for an income in gainful employ- 
ment or whether he has an avocation to keep himself mentally and 
socially alert. We should find out what the person’s attitude toward 
unemployment, idleness and retirement is, because today retirement 
is becoming a real problem in our community. 

Of course the problem of money is with us all through life. It seems 
to us in this field, that as people get older the money problem is basic 
in many of the situations presented to us. We must bear in mind that 
although there may be money with which to carry on, the amount 
is less than that to which the individual was accustomed earlier in his 
lifetime. Figures based on a nation-wide survey indicate that only 10 
per cent of people 65 years of age and over, have sufficient funds, either 
through savings or earnings, to maintain without interruption the stand- 
ard of living they enjoyed earlier in life. This means that go per cent 
of the total population in this age group need help or supplementation 
of income in some degree to enable them to adjust to living within 
limits of a greatly reduced income. 

The source of money often becomes a serious problem to many 
older people. The matter of dependency on relatives accentuates 
some of the difficult family relationships. There is the problem of trying 
to live on an Old Age Assistance Grant or of having to be dependent 
on tax funds and public support. The other source of income which 
today is becoming a valuable aid in financially underwriting our old 
age is that of social insurance which is a much more respectable source 
of income because it is “work connected.” In our culture this is an 
important thing for us to remember and today for the first time we 
are in an era in which more older people are receiving their support 
from insurance payments than from assistance grants. This is the goal 
we have moved toward but the amounts available are still modest and 
far from sufficient to give older people the means with which to meet 
the other problems which I have mentioned, those of reduced health 
and proper housing. 

As we review the everyday budgets of older people we realize 
that the two biggest bites out of that monthly income are for rent 
and medical care,—items which are extremely vital and important but 
which are also unquestionably expensive. Accordingly, we find that 
many older people today are using their food money, their carfare 
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money and almost all available funds to pay their rent and sometimes, 
as many of you here in this room know, the doctor does not get paid 
at all. If he is paid it is virtually on a deficit financing basis for the 
older person. 

The matter of housing in New York City presents trouble for all 
of us. Housing is in short supply for every group in the community 
but particularly so for people with a low income. With the largest 
percentage of our older people in the low income group, the problem 
in this area is accentuated. Here in New York we are fortunate in that 
possibly 5 per cent of public housing accommodations to be built in 
the future will be allocated to older people. This is but a drop in the 
bucket when it is realized that 8 per cent or more of our population 
is in this age group. There are about 65,000 persons in this city in this 
age group who are receiving assistance and who are in need of proper 
living accommodations. 

As we now move into the area of health—and as Dr. Zeman pointed 
out, we are going to talk about people living in their own homes— 
we should know that only about 4 or 5 per cent of our older people 
actually are housed in institutions. This is a small percentage of the 
total number. However, I think it is of interest to know that in a 
private social agency such as mine, almost every person, when first 
interviewed about an old age problem, is seeking placement in a home 
for the aged. This is a disconcerting situation in that only a small pro- 
portion of those who seek placement succeed in being admitted to 
these institutions. This situation is largely due to the lack of suitable 
institutions and the long waiting lists of those that are functioning. But 
institutional care and facilities are not the answer to the problem. 
Every older person wants to go on living in his own home as long 
as he possibly can, regardless of whether he is chronically ill, handi- 
capped or invalided. This period of living at home can be extended if 
certain services are provided. It has been possible to accomplish this 
through the home care programs furnished by our agency on a small 
scale and through the service Miss Marian Randall’s agency renders. 

These are the things which are important not only to the old person 
burt to his family, if there be one. 

I would also like to point out to you that in serving older people we 
must recognize the other side of the coin. This means that we are 
often relievi ing many younger people of also being housebound by the 
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care of older people, caught with heavy expenses which are hard upon 
both the older and younger people, This presents a complex situation. 
The problems can be simply stated but the answers to them are very 
complex. 

MODERATOR ZEMAN: Thank you Miss Randall. [ think that you have 
outlined very well some of the problems in the social background. The 
day is long past when physicians treat patients in a vacuum. There was 
once a professor at the College of Physicians and Surgeons, years ago, 
who every year would bring an old East Side pushcart peddler before 
his class. He would learnedly lecture on the peddler’s bronchitis and 
asthma and finally would conclude his discourse with the remark: 
“This patient, gentlemen, should spend his winters in Egypt or on 
the Riviera.” 

This sort of medical thinking, as I said, has long since passed. To 
treat people properly we must know them and their background, know 
their families and their family problems. It is the sort of thing we 
practitioners learn to do almost automatically as we go around seeing 
patients. As a matter of fact, it has often struck me that in our private 
practices we do a great deal of our own social service, work that in a 
hospital setting we would turn over to the professionals, 

Now I want to ask Dr. Brown, what has been the impact on his 
own practice of this tremendous increase in older people? | would 
also like to have him tell us something of the problems that his older 
patients bring to him for solution. I am sure he knows the answers to 
some of these but I am equally sure that other problems strain his 
ingenuity to the utmost. 

DR. NORTON S. BROWN: From the point of view of the internist, it 
is unnecessary for me to tell the doctors here that there are a lot more 
old people than there used to be. We all know about the increased 
expectancy of life and we all know that old age is not a new disease. 

I was a little disturbed on looking at the program of the Graduate 
Fortnight when it first appeared because it almost approached the sub- 
ject as if old age were being discovered for the first time. That isn’t 
strictly true, as we all know. I went back and browsed through some 
of the ancient literature and I discovered from some quotations which 
I culled here and there that many of our ancient philosophers were as 
well aware of the problems of old age as we are today. The only differ- 
ence is that today we have more things that we can do to help to 
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ameliorate the plight of old age physiologically and medically and we 
now have many more helpful resources available to us physicians, such 
as the organizations which the Misses Randall represent. 

Cicero probably indicated one of the most important aspects of the 
problem of old age. He said that you must become an old man in good 
time if you wish to be an old man long. | think that medicine is beginning 
to think in those terms and I note that some of the sessions of this 
Fortnight program deal with the preparation for old age and retirement. 
This is simply a modern application of what Cicero knew long ago. 

Now to go back to internal medicine, I do not believe, from my 
experience, that there is anything sacrosanct about geriatrics or the 
treatment of the aging individual, which any doctor with common 
sense, practical knowledge, sympathy and attention cannot deal with 
very well indeed. 

Old people tend to acquire fixed points of view and certain habits 
and they tend to become a little bit crotchety. Shakespeare was well 
aware of this when he said, “Give me a staff of honor for mine age but 
not a scepter to control the world.” A good many aged people wield 
the scepter believing that veneration is their due because of their years. 
That attitude sometimes makes their medical care a little difficult be- 
cause they don’t like to accept inevitable inconveniences and reconcile 
themselves to having certain services performed for them which are 
necessary for their continued good health. 

As far as the rules of internal medicine go with respect to managing 
old people, one has to be patient. One has to proceed cautiously. Their 
brain cells are often in a more critical state than those of the young 
individual because of the transportation difficulties of blood and oxygen. 
The reparative powers of rest are not quite as prompt or as smoothly 
effected as in a younger individual and the same thing applies to the 
response to the administration of drugs of various sorts. It is not uncom- 
mon in a busy outpatient service, particularly on an ambulance service 
such as Roosevelt Hospital operates, for us to have a patient brought to 
the hospital who has been thought by the family and the family physi- 
cian to be psychotic. A little investigation on our part, very often a 
blood bromide determination, will disclose the reason for that patient’s 
mental state and his befuddlement. The doctor has administered enough 
sedatives during the previous few weeks to permit the individual to 
sleep comfortably but has neglected to think of the cumulative effects 
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of these drugs in older people. Similarly we see disaster and near dis- 
aster at times from the use of digitalis. Those glycosides are broken 
down at varying rates of speed in varying people and excreted differ- 
ently. We know that a certain dosage will maintain full digitalization 
in a vigorous young adult. We forget that in an older individual the 
liver mechanisms and the enzyme mechanisms are limping a little bit, 
are not quite as fluid, and the drug will accumulate. A mysterious 
case of nausea and vomiting and sometimes visual disturbances may turn 
out to be due simply to the continued use of a dose of digitalis which 
would be normal for a younger person but has been overwhelmingly 
large in the older person because he cannot dispose of it at the usual 
rate. 

The question of vitamins always comes up in dealing with older 
people. For some mysterious reason the word seems to have gotten 
around that there are special chemical mixtures of vitamins and minerals 
which are necessary to the enjoyment of old age. I have seen people 
quite upset, whose gastric mucosa is a little thinned down and a little 
bit anacid due to age, who have been given excessive doses of so-called 
geriatric vitamin mixtures and preparations. One must use common 
sense and not snow people under with a bottle of tonic containing 
all of the things that can be enumerated on a full length label in small 
print, I think almost everybody is familiar with the effects of barbitur- 
ates in older people and knows about the care that must be exercised 
in their use. But we run into some surprising difficulties with people 
who have been given large amounts of vitamins simply because they 
were getting old. They were eating perfectly well until the toxic effects 
of these vitamin mixtures began to bother them, then they would 
start to vomit and be uncomfortable and present a diagnostic problem. 

As far as the internist’s relationship to surgery in old people is 
concerned, I think all of us are impressed by the remarkable way in 
which a properly prepared, properly managed elderly patient can 
undergo major surgery. We used to shudder at the thought of removing 
a gallbladder from an individual in his seventies. | would dare to say 
a high percentage of cholecystectomies are now done on people in their 
seventies, and that convalescence is equally as good as it is in a younger 
and vigorous individual. 

Similarly, the internist is frequently asked to give an opinion about 
the heart of the patient—is it going to stand an operation? At times 
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some of these people have extra systoles. Some of them have hyperten- 

sion. Some of them have varying degrees of heart block. There is ample ' 
evidence of a diseased myocardium in the electrocardiogram,—diffuse ; 
myocardial damage or the cardiogram may reveal evidences of an old 
healed myocardial infarction. In almost all instances, except in some 
patients with obvious pulmonary edema or progressive heart failure 
almost any operative procedure may be done with very good results 
indeed. The use of oxygen, the maintenance of blood pressure with 
vasopressor substances, the judicious use of transfusions as skilfully as 
we now use them, have greatly minimized the risks which must be faced 
in surgery of the aging individual. All of this contributes to having 
more and more older people alive and presenting other medical and 
social problems, 

MODERATOR ZEMAN: As a fellow internist I can heartily subscribe 
to every point Dr. Brown has made, particularly the point about surgery. 
The scope of surgery has certainly widened tremendously and one of 
the important decisions that we have to make in certain elective opera- 
tions is not, whether to operate, but when to operate. We must guard 
against waiting too long. In cases of chronic cholecystitis and choleli- 
thiasis and cases of chronic prostatic enlargement there can be no 
question at all but that the surgeon can now operate on people in the 
higher age brackets with a high degree of safety, Certainly in cases of 
malignant tumors of the abdomen, the surgeon is often in a position 
to do a palliative operation which will bring great comfort to the 
patient, even if it does not entirely eradicate the tumor itself. 

I am much impressed with the idea that the physician no longer 
functions as a solo performer but works with the assistance of his 
colleagues in other professions. Of these colleagues there is none that 
is more important than the professional nurse. Although the history of 
professional nursing is relatively recent, the training given the student 
nurse is of such basic importance that the field of her usefulness and 
activity extends far beyond that of the bedside itself. While this has 
created acute problems, it nevertheless has brought the beneficent 
influence of the well trained professional nurse to many health pro- 
grams. In no area has this been more effectively demonstrated than in 
the area of part time home nursing. 

I am going to call upon Miss Marian Randall, of the Visiting Nurse 
Service of New York, to tell us something about the work of her 
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organization as well as of its history and its development. 

MISS MARIAN G. RANDALL: The Visiting Nurse Service of New York 
gives nursing care in all types of homes to people living in Manhattan, 
Bronx and Queens. You learn more and different things about people 
when you see them in their own home environment. We have learned 
and continue to learn about people and their problems from this every- 
day actual experience. 

In our visits to these homes we gain an ever increasing appreciation 
of people, their courage and their ability to meet their problems. The 
title of our panel today is “Everyday Problems in the Care of the Aged.” 
I shall begin by giving you an idea of the daily volume of our 
work. Today nurses from the Visiting Nurse Service of New York 
are visiting in over a thousand homes, just as they did yesterday and as 
they will tomorrow. They will see newborn babies. They will see 
children of pre-school and school age and young mothers and men 
and women in the middle decades of life, but 459 of the 1000 patients 
that we will visit today will be over 65 years of age. Of these patients, 
223 will be 75 or over; 31 of them will be 85 years and over and 2 
of them will be 95 or over, Seven years ago the patients who were 65 
and older accounted for only 234 of those thousand visits as compared 
with the 459 today. Thus we get a constant daily reminder of the 
changes in the age group of our population. 

The calls that we receive for service to the older age patients come 
from physicians, from hospitals, from other organizations and from 
the families themselves. Most frequently the request is for nursing care, 
so-called bedside care to an older patient and perhaps to give some 
medication, 

I am pleased to have Dr. Zeman suggest that we talk about a hypo- 
thetical person, but I am a great believer in illustrating the work of our 
organization through stories of actual incidents. A physician asked us 
to visit an elderly woman of 75 with a heart condition. He had pre- 
scribed Mercuhydrin and asked us to try to get the patient out of bed. 
We give nursing care only when the patient is under medical super- 
vision and we have excellent cooperation from the physicians. We ask 
the physicians to write their orders for medication just as they do in 
hospitals. While this may entail some slight delay and some difficulty 
in getting the written order to one of our branch offices at a time 
when the patient should be given immediate medication, in the long 
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run this procedure makes for more effective and professional care of 
the patient since the visiting nurse does not “practice medicine” and 
only cares for a patient under the supervision of a physician. 

To continue with the patient of 75. When our nurse visited the 
home she found this woman had been in bed for three months, She 
lived with her daughter in a three room apartment, The daughter was 
employed full time and, as the only source of support, was making an 
effort to give care to her mother, morning and night. As Miss Ollie 
Randall pointed out, the financial condition of many older people is a 
great worry. The doctor had been visiting twice a week to give the 
hypodermic of Mercuhydrin. Our nurse gave the patient a bed bath 
and the medication and then arranged to make her next visit on a 
Saturday so she could talk with the daughter, As the nurse talked 
with the daughter and, more important, listened to the daughter, 
she learned much that needed to be told and needed to be thought 
about. The daughter admitted that she was tired, that she 
had not been anywhere because it was such a problem to do 
all this in addition to her full time job every day, that she quarreled 
with her mother, that she was snappish at her work and the 
meaningful remark was, “I feel better now that I have been able to 
talk about my problems to someone.” After the nurse reported this 
interview to the doctor, he phoned the daughter to reassure her on 
several of the more pressing problems she had presented to the nurse. 
He pointed out that there was no need for the daughter to be burdened 
by fear and apprehension that she might find her mother on the floor 
when she came home from work; that, although the mother was a 
large woman who also expressed fear of falling, it would in fact be 
good for her to get out of bed. Our visits continued. It meant adjusting 
our time, insofar as we could, to their time and trying to teach from 
the learner’s point of view. That is one of the things that we as profes- 
sional people need to remember. When we go into homes to teach we 
must consider the learner’s point of view. One cannot go into a home, 
lay down the law and say what must be done,—one must recognize that 
the ability of people to learn depends to a large degree upon their 
emotional state and what they want to learn, consequently the speed 
of instruction must necessarily be guided by these factors. By the end 
of the first month we had this woman sitting up on the side of the bed 
and while she said she did it only because she wanted to make it easy 
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for that “poor little nurse” to change the bed, regardless of her reasons, 
she was started along the road, Without going into details of the daily 
or bi-weekly visits, I can tell you that a lot of teaching went into this 
situation and illustrates a great many problems. At the end of eight 
months the woman was up and about, walking in her home and doing 
what she had most wanted to do, make herself a cup of tea. Her ob- 
jective now is to get outdoors because her niece is going to be married 
and she wants to go to the wedding and we think she will. 

The other 459 elderly people we are going to visit today include 
those living with married children where the housing situation is 
difficult. Perhaps sleeping on a couch in the living room is possible 
when the person is well but when he is sick it may disrupt the entire 
household, Sometimes while our nurse is giving actual nursing care she 
may be discussing with the family the possibility of rearranging the 
apartment so that the children can have their own living space and 
not always have to be “shushed” because grandmother is ill and feel 
that they cannot bring their friends home. These problems, which at 
first might seem not to come under the head of nursing care make 
any other kind of care of very little value if they are not solved and 
given full recognition, 

Before answering questions, may I summarize the role of the visiting 
nurse in the care of the aged? First, of course, to give nursing care in 
the home to those who are under medical supervision; then, to listen 
to the family and to the patient to understand their needs; to teach and 
help them to carry on during the 24 hours of each day. In the begin- 
ning this may be necessary in addition to regular nursing visits but 
later it may mean that the family can take over the full care of the 
aged person. Finally, we help the families to understand the needs of 
the older people and the older person’s place in the family group. 

In this country, we are sometimes accused of not having as much 
respect for older people as is common in other cultures. I don’t believe 
it is true because one can go along almost any street in a small or large 
town and go into home after home and find an older member of the 
family in that home. These are not all unhappy homes with problems. 
They are homes in which the older person is accorded as much respect 
as in other cultures. While there are more older people now I do not 
feel that the criticism that our young people disregard their elders is 
justified. | base that belief on the experience that we gained from going 
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into over a thousand homes a day. You really know something about 
homes if you go into that many. 

As has been pointed out, the nurse’s role is to work as a member 
of the team. When the patient is ill and under medical supervision, there 
are other members of the team, social workers, physical therapists, 
nutritionists, specialists in the medical field, as well as the organizations 
such as the family case working agencies, that have as their objective 
the help and care of the family. 

One thing that is challenging to the visiting nurse is to keep informed 
of all the new therapies and new methods of giving care, because when 
we are asked to assist in different treatments we must be familiar with 
them, These include the use of drugs and aspects of rehabilitation that 
we hear so much about today especially as applied to the older age 
groups, Attention to the prevention of the crippling diseases is another 
challenge. Giving attention to the help needed if the crippling has 
already taken place, is a further challenge. I speak very feelingly about 
the work in the home because, for example, it is one thing to teach 
crutch walking in a hospital and quite another problem to teach crutch 
walking in the home. The home situation may be very different. We have 
to be aware of the accident hazards associated with crutch walking; you 
cannot have scatter rugs; you cannot have steps or too highly 
polished floors,—all these things make the beginning of crutch walking 
quite hazardous. In speaking of accident hazards, you must be particu- 
larly careful with older people, who may not be able to understand 
all the problems involved. When they first become ill other members 
of the family must be instructed not to leave medicines exposed where 
confused patients might have access to them and in error take improper 
dosage or at improper intervals. If the patients are feeble or crippled 
it is also well to remember that they may be unable to turn appliances 
and heaters on or off. At times it is also necessary to help the family 
secure self-help devices for the patients so that the older person can 
do as much as possible for himself. The family needs to understand 
that the older person wants to do things for himself even though they 
could be done faster by the younger members of the family. There 
is need for much patience. So our nurses try to have contact with all 
members of the family when we are asked to give help to the older 
age person. It should also be remembered that instruction and advice 
carry much more weight and are much more likely to be heeded when 
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offered by a trained outsider than are the suggestions of a member of 
the family group. 

MODERATOR ZEMAN: Thank you Miss Randall. I think you have 
illustrated very effectively the way in which the visiting nurse functions 
in relation to the sick person in the home under the direction of the 
physician. Certainly the physician caring for older people in the home 
is enabled to render a far better service when he has the help of the 
Visiting Nurse Service. The young women who actually do the work 
at the bedside are a most remarkable group. I have met many of them 
and can certify to the fact that they are well trained and tactful, and 
really know how to handle the difficult chronic invalids. 

Miss Randall touched particularly on questions of intra-family ten- 
sions, These intra-family tensions frequently involve the physician in 
their vortex and the physician is sometimes rather at a loss to know 
just what his own role should be. To define what that should be is 
not easy but it must be accepted by the physician as one of his responsi- 
bilities, as one of the things he must do for his patient which is at least 
as important as any of the medication or any of the prescriptions 
he gives, 

It is traditional that we in this country are guaranteed life, liberty 
and the pursuit of happiness. This is just as significant for older people 
as it is for young people. It is to this question of the pursuit of happiness 
by older people that I want to call on Dr. McGraw, who has had an 
extensive experience in handling the emotional problems of older people. 

DR. ROBERT B. MCGRAW: Dr. Zeman, I had prepared some notes but 
I find that many of the topics on my list have already been covered. 
There seems no real need for a psychiatrist to enter the picture. 

The general practitioner or the internist can and properly should 
take care of the ordinary and even the somewhat disturbed elderly 
person. There is no substitute for good medical and good nursing care, 
particularly if the practitioner has a good attitude and knowledge and 
some appreciation of the facilities which are now available. While they 
are not yet completely satisfactory we are gradually acquiring more 
of these facilities. The medical man sometimes, although probably more 
and more rarely, overemphasizes certain symptoms and signs and de- 
velops a gloomy outlook. There is a tendency for elderly patients to 
develop stereotyped thinking at times but this may be disregarded. 
Miss Marian Randall mentioned the patient who was receiving a diuretic 
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regularly in addition to the nursing care and that the diuretic had 
previously been given by another person with confusion resulting. When 
given by the nurse, this patient was encouraged and was given the social 
and moral support and perhaps even spiritual support that is so neces- 
sary for these people. The conflict in respect to this patient had been 
alleviated by this change in administration, That there are conflicts in 
the psyche of the elderly patient is irrefutable. I think that Miss Marian 
Randall is absolutely correct in saying that our culture is not as hostile 
to the older person as has sometimes been alleged but there are real 
conflicts and there is at times the feeling that it would be better if the 
person would die and “get it over with.” [ am not overemphasizing that, 
—it is true, it is there. The person who has such feelings however can 
repress them or can even overcome them when such a thing happens 
as happened with the patient referred to by Miss Randall. 

Recently a woman of about the same age, though she did not have 
this type of trouble, was under my care. She had been treated for a 
great many years for hypertension and had been given quite a number 
of different medications and a very unpalatable diet which became quite 
distasteful to her. Two medical advisers had been managing this case. 
One was a neighborhood physician and the other might be said to have 
had “more status.” The latter was a capable physician but perhaps over- 
conservative in experimenting with different methods of treatment. 
Part of the difficulty lay in a conflict between the two physicians as 
to the advisability of giving electric shock treatments as a means of 
relieving the patient’s anxiety and depression. She showed great depend- 
ence upon a married son and daughter, one of whom lived in the same 
apartment house, and became more disturbed when a change in her 
mode of living was suggested. In my opinion, her physical condition 
did not contraindicate electric shock treatment and, after notification 
and at least partial assent, I gave it. After only three treatments the 
patient’s condition improved quite dramatically, as sometimes happens, 
and interestingly enough the hypertension subsided to a considerable 
degree. We discontinued the unpalatable diet and then introduced one 
of the newer medications, reserpine, in relatively small doses and later 
on we added chlorpromazine. These two drugs together with some 
nursing care changed the picture materially. Not only did the attitude 
of the patient change, but that of the relatives as well. The fears of 
the son and daughter subsided because their mother no longer acted 
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and spoke as though she were contemplating suicide, as she had done 
before. They became less and less afraid of her and were consequently 
in a position to play an active and constructive role in her further 
adjustment, 

The drugs that I mentioned are among the earlier of a number of 
newer medications which have recently come on the market and I 
am not advocating their combined use although they have at times 
been useful when used together. The dosage for non-hospitalized 
patients is often rather difficult to determine because the practice in 
hospitals is to give quite large doses. I don’t know whether I should 
discuss dosage here. 

MODERATOR ZEMAN: If you would like to, go abead. 1 am sure that 
the audience would be interested in knowing the dosage that you used. 

pk. MCGRAW: The dosages used in hospitals are often very much 
larger than those usually given in private practice. If you begin with 
small doses and you don’t get a desired result don’t necessarily stop at 
that but increase up to 200, 300, 400 or 500 mg. of chlorpromazine in 
24 hours and perhaps up to 3, 4 or 5 mg. of the reserpine. Sometimes 
much smaller doses than these will be effective and of course you will 
have to be more conservative if you are not in close contact with the 
patients, 

MODERATOR ZEMAN: Dr. McGraw, do you find electric shock use- 
ful in the depressions of old age? 

DR. MCGRAW: Yes. 

MODERATOR ZEMAN: What are your contraindications? 

DR. MCGRAW: Contraindications would be serious pulmonary or 
cardiac disease. If osteoporosis is present a different technique in admin- 
istering this treatment will be required. It should then be given in a 
hospital under careful supervision and with facilities for surgical 
anesthesia available if necessary. Age in itself is not a contraindication. 
The bone age, the heart age, the lung age perhaps would be, but not 
necessarily the chronological age. 

MODERATOR ZEMAN: Have you seen any cardiac collapse in these 
older people? 

pR. MCGRAW: I myself have not. 

MODERATOR ZEMAN: I think it is amazing that old people stand 
electric shock treatment so well in spite of the fact that it involves a 
serious commotion of the entire system. | wonder, Dr. McGraw, if 
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you could tell us very briefly what you consider the indications for 
terminating treatment of one of these disturbed old people in the home 
and transferring him to an institution. This is a problem that recurs 
frequently in our practices and we are confronted with the difficulty 
of making a decision and then of convincing the family. 

DR. MCGRAW: As you can see by my recital of this case there was 
a question in the minds of the doctors as to whether or not this patient 
should go to a mental hospital. In this particular instance, hospitalization 
was pretty well indicated, but because of the objection of the children 
we gave the treatment as described, As a matter of fact, we “got away 
with it” but with her suicidal tendencies this lady might well have 
been sent to a mental hospital, 

Entering a patient in a mental hospital is sometimes rather compli- 
cated. The legal, the constitutional rights of the patient have to be pro- 
tected and sometimes our attitudes are influenced by this much more 
than they should be. However, it is possible to have a patient go volun- 
tarily, if -he so consents, to a licensed private institution or a licensed 
public institution. In recent years there has been a hampering clause 
in the document they must sign in New York State, in which the patient 
agrees to remain 60 days. This time interval was introduced because 
formerly the patient was required to remain only ten days. In many 
instances the patient would be admitted and ask to be released shortly 
thereafter. He might be persuaded to stay, but within a few days would 
submit a request for discharge. As a result, the superintendents of state 
hospitals protested this arrangement and had the minimum time extended 
to 6o days, This is unfortunate and is not in effect in Connecticut or New 
Jersey. However, it is still possible at times to persuade a patient to 
be admitted voluntarily. 

A less complicated procedure is possible if the patient does not 
object to being admitted to a mental hospital but cannot be considered 
competent to sign the necessary papers. In this case a single, qualified 
physician can certify a patient on the basis of the nearest relative pre- 
paring a petition stating that the person is ill, has certain abnormal 
tendencies, is unable to take care of himself or is believed to be a 
potential danger to himself or others. If, after examining the patient, the 
physician agrees with this and signs the petition, this document is 
known as the physician’s certificate. If the patient does object to 
entering a mental hospital, a more complicated procedure is necessary. 
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This latter is now known as “certification” and is no longer known as 
“commitment” in New York State. To bring this about, two qualified 
physicians must together see the patient and agree that hospitalization 
is advisable and so state in a certificate, Either immediately, or within 
ten days, this document must be presented to a judge of the Supreme 
Court who, if he agrees, makes it effective by his signature. However, 
if the condition is deemed to be an emergency, the patient may be 
admitted directly to the hospital, if the hospital will agree to accept 
him, which it may do if the patient lives in the area served by that 
hospital, otherwise a more devious pathway must be followed. 

MODERATOR ZEMAN: This whole process of certification has always 
puzzled me and | am sure it has puzzled others in the audience. 

Two different but similar questions have been submitted from the 
audience regarding the cost of having Visiting Nurse Service. 1 am sure 
Miss Marian Randall is both willing and able to answer these questions. 
What does the patient pay for Visiting Nurse Service? If the patient 
or family is unable to pay, what arrangements can be made? 

MISS MARIAN RANDALL: Since that question comes so often, I perhaps 
should have included it in my original remarks. Our Visiting Nurse 
Service of New York was formerly the Henry Street Visiting Nurse 
Service, begun 62 years ago, It was started by two nurses who went 
down to Henry Street on the lower East Side and said, “Let us find the 
sick poor and nurse them.” They interested several wealthy people in 
the community to help them do just that. From the early beginning all 
donated funds were used for people who could not afford to pay for 
service. This organization has now grown so that we have 14 branch 
offices in the three boroughs of Manhattan, Bronx and Queens and we 
give service to all types of people. We visit on Park Avenue and we 
visit the still existing slum areas in some parts of New York City . 

Each year we make a cost analysis, and in doing this we take every- 
thing into consideration. We know, for example, that this year it costs 
us $3.50 for a nurse to make a visit in the home and therefore that is the 
charge made to those who can afford to pay for it. In all our literature 
and in all our talk with people we always add that adjustments can be 
made, and if the patient is unable to pay, he is not required to do so. 
Some people pay a small portion of that $3.50. Some pay as little as 25 
cents because they want to feel that they are at least making some effort 
to take care of themselves. Judging the patient’s ability to pay is largely 
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based on the observations made by the nurse. When she goes into a home 
she becomes very skilful in appraising the situation,—not by asking a 
long list of questions, a form of “means test,” but rather by observing 
and asking the few questions which I can illustrate quickly in the 
extreme case. If you go into a small tenement or small apartment where 
there is a family of six or seven children and you inquire about the 
husband’s occupation or you learn that he has been ill for a long time, 
you can see that there isn’t any extra money for our services. By the 
same token we expect the person on Park Avenue to be able to pay the 
$3.50 for the visit although sometimes after a long illness and great 
expense immediate funds are not available, even in families who live in 
what seems to be an affluent neighborhood. 

To answer the question about who pays for the free service—that is 
covered by contributions from the community. Each year we have 4 
fund raising campaign. This year’s campaign has just started and the 
community usually contributes approximately half of what is required 
to run our service. Our total budget is over a million dollars annually 
and the various categories of receipts include a so-called earned income. 
We have contracts with the city, because we take care of the Depart- 
ment of Welfare patients. We give service to the Department of Hos- 
pitals home care patients. We have contracts with some smaller industries 
who pay for the nursing service to their particular employees and we 
also have individual patients who pay for their own care. For patients 
for whom there is no other source of income, the service is paid for by 
contributions from those who believe in our work and want to further it. 

MODERATOR ZEMAN: Here is another question that has also been 
asked by two different people and I will direct this to Dr. Brown: 
Please discuss the management of urinary incontinence in a female who 
has no anatomical abnormalities other than loss of sphincter control? 
That was asked in another form: How do you manage a patient with 
incontinence of urine of cerebral origin? This is a “sticker.” 

DR. BROWN: It is a very tough question indeed but actually, in many 
older women, there is a stricture of the urethra due to the senile changes 
which occur in the tissues and the growth of heavy layers of connective 
tissue. That will lead to incontinence by interfering with the sphincter 
action and it will sometimes also lead to irritation and frequency. 

One of the simplest things to do in a situation of that sort is to 
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complaining of incontinence. That will often relieve the whole diffi- 
culty for many months at a time. If the situation is not due to having 
too much sugar in the urine or chronic bladder infection or not due 
to something which we can readily control by medical means, one is 
simply compelled to go back to baby days and resort to the use of 
absorbent and disposable diapers to manage the situation. 

Incontinence of cerebral origin is often a most difficult problem. 
For people who have had cerebral vascular accidents, the use of the 
self-retaining Foley catheter is sometimes the only recourse that an 
individual has in a situation of that sort. With a little time taken for 
instruction, even a member of the family can learn to manage an indwell- 
ing catheter at home, and see that the individual’s bladder is evacuated 
at the proper intervals, and can be taught to avoid maneuvers which 
might lead to infection, Use of some of the oral urinary tract anti- 
septics is a further aid in preventing infections, 

MODERATOR ZEMAN: These are certainly difficult problems and they 
deserve, as Dr. Brown points out, careful urological examination. It is 
important not to blame cerebral causes until the local condition has 
been thoroughly investigated. 

I have here a question for Miss Ollie Randall: What professional or 
social services are available for home care of the aged? 

Miss Otte Ranpvaty: I would say that our professional services in 
this field are of several varieties. We have of course in New York 
various family agencies, case work agencies mentioned earlier by Miss 
Marian Randall. My own agency is a non-sectarian agency which func- 
tions in Manhattan, Bronx and Queens. The Brooklyn Bureau of Social 
Service functions in this capacity in Brooklyn, and the Staten Island 
Social Service is the agency for the Borough of Richmond. There are 
in addition, the sectarian agencies—the Jewish Family Service, and the 
Catholic Charities of the Archdiocese of New York and the Diocese 
of Brooklyn. Whether or not we render service is dependent on whether 
or not what we have available is suitable for the person concerned. The 
public agency, the Department of Welfare in New York, probably 
gives to older people the greatest volume of service and the greatest 
variety of service. It contracts with agencies like The Visiting Nurse 
Service and others for home nursing. The Department of Hospitals 
includes in its home care program the medical social work program of 
the Hospitals Department. I believe that the service that is being ren- 
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dered by all these various agencies is the result of team work of the 
Department of Hospitals, of the Department of Welfare in supplying 
home care service, visiting nurse service, including the home care and 
visiting nurse service supplied by Miss Randall’s agency and mine, and 
we are now getting a new appraisal of the need for the social worker 
to go back into the home in order to know what actually happens 
there. 

For a number of years social workers have worked at their desks 
by appointment and I believe that our home care programs under our 
hospital administration and under the Department of Welfare are taking 
both doctors and social workers back into the homes making it possi- 
ble to learn what actually determines the course of illness and the 
course of improvement in that illness. | am impressed by the importance 
of this because as we look at reports of studies which have recently 
been made of hospital discharges of older people, we realize that today 
75 per cent of our elderly patients are being discharged from the 
hospitals alive. This is quite different from what it was even 15 or 20 
years ago. Also we are sending them back to situations where continued 
care does need to be given. For instance, we as workers in such an 
agency as the Community Service Society attempt to work with the 
doctors. | mentioned to Dr. Brown earlier that one of our problems 
as social workers is that we do not always have the kind of working 
relationship with the doctor that the nurse has. 

One of our objectives in working with the older person is to help 
that person maintain the doctor-patient relationship, so vital in the 
care of that individual. We have been much encouraged by the fact that 
the doctors have begun to recognize that social workers can be helpful 
and that a social worker has been appointed to the staff of the New 
York County Medical Society, This is the beginning of a better partner- 
ship and a closer relationship particularly in the total care of older 
people. 

There is a story that I recalled when Dr. McGraw was talking 
about people wishing that things can be resolved in a simple way. An 
elderly man whose wife had been ill for a long time came into our office. 
She had been a personal, social and economic burden and when we 
asked him how she was, he looked at us and then he looked out the 
window. “She is about the same. I wish she would get better”—and 
then he looked out the window again—“or something.” 
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MODERATOR ZEMAN: These problems with chronic invalids where 
the ultimate outlook is hopeless, has often made me feel that my chief 
function in life in certain situations has been to disappoint the heirs. 

Dr. McGraw, here is a question for you: What are suicidal tenden- 
cies? Is talk about suicide (in the aged we presume) considered serious? 

DR. MCGRAW: I can answer it partly this way: the idea that people 
who talk about it don’t do it, is wrong. However, a great many people 
who talk about it, don’t do it. Attempts, gestures are sometimes of con- 
siderable value in estimating the danger. Sometimes they are histrionic, 
attention-getting devices, Real emotion in connection with the state- 
ment that they want to die or that they feel that they must die is of 
some importance. If a patient has constantly talked of suicide and then 
for no apparent reason seems to be all right, that is supposed to be a 
dangerous sign. I know that I have not given you an adequate answer, 
but I do not believe any of us have a clear understanding of the 
problem. Certain psychological tests have had some vogue but the 
attitudes, statements and attempts, on the part of the patient, are 
indications of this difficulty. 

MODERATOR ZEMAN: The important thing to me is that suicide does 
occur in the higher age brackets and is more common in men than 
in women. It would be interesting to theorize about that but we don’t 
have time for it because we have several more questions that I think 
should be answered. 

Dr. Brown, what, if anything does one do with large hernias that 
are relatively asymptomatic but potentially dangerous? 

DR. BROWN: That isn’t really a proper statement of the problem. 
A fairly large hernia with a wide open ring is far less potentially danger- 
ous than a small undetected hernia which may have a very tight narrow 
little ring. I think in dealing with a large hernia with a large ring the 
individual’s desires and activities must first be considered. If the man 
is otherwise in good health and desires to be active and about, for his 
own comfort rather than his safety it is probably better to have it 
repaired. This can be done, even in older people. Trusses are used for 
small hernias but | know of none that are very successful in holding 
up a really large one, which I presume is the intent of the question. 
I do not want to give the impression that a large hernia is necessarily 
a threatening or dangerous type. That hernia is an inconvenience and 
a drag on the individual but it has not the same risk of shutting off the 
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circulation, pinching the gut and causing an immediate surgical emerg- 
ency that a smaller hernia has. 

MODERATOR ZEMAN: | would like to give you another one at this 
time. The questioner would like to know if you have any experience 
im the use of estrogen-androgen preparations as a tonic in the older 
debilitated patients? 

DR. BROWN: I have only slight experience. | was brought up by a 
professor of medicine who stated that no hormone can cure any disease 


and there is no disease which can be cured by any hormone. I am rather ° 


conservative about the use of hormones. If the cardiovascular mechan- 
ism is not going to be embarrassed there is no question that an 
aging individual will at times get a lift with testosterone. Whether 
you use the combination or not [ think is relatively unimportant. 
The difficulties that you run into with salt and water retention 
in the use of estrogen hormones are formidable and may make the 
difference betwen a circulatory system which is capable of carry- 
ing an individual along and a circulatory system which is em- 
barrassed and puts the individual in bed with pulmonary edema 
or threatened pulmonary edema. I think there are other more satisfac- 
tory ways of helping to build up older people and give them a sense 
of well being than with the use of hormone preparations. 

MODERATOR ZEMAN: These remarks of Dr. Brown give me an 
opportunity of sounding another note of warning to this audience 
and that is about the interpretation of therapeutic results with older 
people. I think if one reads the medical literature on the use of a great 
many of the newer remedies one is struck by the fact that many of 
these reports are completely uncontrolled. A physician will report a 
series of 20 or 30 cases under any one of the number of drugs with 
beneficial results. Now it is extremely well known to pharmacologists 
and equally well known to some physicians, but not to all, that you 
can give any kind of a placebo to a patient who is chronically ill and 
get a good result for a short time in about 4o per cent of the cases. Dr. 
Philip Hench mentioned that with regard to arthritis some years ago. 
We must always bear in mind the effect of our own enthusiasm for a 
drug, and that often the conversation which goes with the prescription 
is a far more potent remedy than anything that is contained in the 
prescription, 


A fine series of papers has been published by the Harvard Depart- 
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ment of Anesthesiology by Dr. Henry Beecher and his group on the 
use of the double blind test in determining the proper dosage of drugs. 
The doctor who gives the drug does not know what the drug is and 
the patient does not know what the drug is. They were forced into 
using the double blind test because they found that some of their 
doctors had much better results than others. Unquestionably even if 
you are giving morphine for the relief of pain the personality of the 
doctor plays a very large part in the effect. As we enter a sick room 
we symbolize health and hope to the patient who is in pain. This faith 
that the patient has in us has a great deal to do with the efficacy of many 
of our medications, | would therefore at this time make a plea for 
carefully controlling observations on the use of drugs, particularly on 
the question of drugs that depend entirely for their evaluation on the 
subjective sensations of the patient, In treating infections with anti- 
biotics one should have something objective to go by. The temperature 
and physical signs may indicate whether a morbid process in the lungs 
or elsewhere in the body resolves under antibiotics but when you 
depend on what the patient tells you, you may often be at a loss for 
sound judgment. 

I have one final question here for Dr. McGraw. What has been your 
experience with the surgical treatment of Parkinson’s disease? 

pR. MCGRAW: I have no personal experience with that. 

MODERATOR ZEMAN: As a matter of fact, there is going to be a 
contribution on that topic in this Graduate Fortnight program. This 
is a new procedure that has been pioneered by Dr. Irving Cooper, work- 
ing largely up at St. Barnabas Hospital, but which is now being adopted 
by some other neurosurgeons, | think that all one can say about it 
from what one reads and hears from other doctors is that this may have 
promise,—chiefly for younger people. It is to be used with utmost 
caution in patients of advanced years with cerebral arteriosclerosis. Dr. 
Cooper has reported a few cases in the early sixties with suggestive 
benefit. 

I want to close this panel today on a very practical note, and I 
will refer this question to my very practical friend, Dr. Norton Brown: 
In older patients what, in general, is a good laxative for prolonged 
use and what is a good sedative for prolonged use? 

pR. BROWN: You can say that nothing is good for prolonged use. 
But I find that most older people get along pretty well with some kind 
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of smoothage. There is a proprietary preparation on the market which 
was originally put in “K” rations to make service men feel less hungry, 
during the war. It is a methyl cellulose product,—smooth, non-irritating. 
It absorbs water and an individual can pretty well control the con- 
sistency of the bowel movement by the amount of water he consumes 
in conjunction with this preparation. 

Going back to ancient days, another thing which is extremely useful 
in older people is to let them make up a concoction of prunes and figs 
stewed with senna leaves. By trial they will find their own proper 
dosage of that homemade preparation and in my experience it is far 
more successful and works far better for them than the rather uncertain 
responses obtained from the use of phenolphtalein-containing laxatives, 
which may have little effect one day and produce an explosion on an- 
other occasion, Old fashioned compound licorice powder is another 
available and useful preparation. Many people can determine their own 
dosage of that and get along very comfortably for many years without 
any observable ill effects. The presence of diverticulosis in a large 
number of older people suggests considerable caution in the use of 
any of the more irritating laxatives of the cascara group and popular 
Alophen tablet, things of that sort. 

MODERATOR ZEMAN: What is a sedative that is useful in older people? 

DR. BROWN: Sedatives are a very difficult problem. Almost any of 
them are good when they are used at the proper time and in the 
proper dosage. I think for self-medication of an older person at home 
a little whiskey or brandy is good as a sedative and chloral hydrate 
is also useful. By and large, the experiences with any of the barbiturate 
sedatives are apt to be uncertain. They work very well in some 
individuals who apparently experience no ill effects after taking them 
for many long months. On the other hand, you will encounter people 
who, as I mentioned in my opening remarks, very quickly show toxicity 
as the result of these substances. Chloral hydrate is generally a very mild 
sedative. Now there is a large group of new products, the methyprylon 
substances, Noludar is the proprietary name of one of these new ones. 
There was a report in the New England Journal of Medicine just the 
other day of the double blind test use of Noludar in patients and the re- 
sults seem to be extremely promising, 50 mg. as daytime sedative and 200 
mg. at night being used over a long period of time in people in the old 
age groups without any observable complications or difficulties, | think 
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that is one of the drugs one should note carefully and possibly use 
cautiously. 

MODERATOR ZEMAN: In concluding this panel, | want to thank the 
members of the audience for their participation and attention. | also 
want to thank all the members of the panel for coming here this morning 
and giving us the benefit of their wisdom. In concluding we may quote 
the words of Sir James Crichton-Browne, the famous English neurol- 
ogist, as representing the consensus of the panel and the audience: 
“There is no short cut to longevity. To achieve it is the work of 
a lifetime.” 
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Sany outstanding and valuable discoveries in the field of 
a science have reached completion gradually. It has been 
1 M {} stated that “necessity is the mother of invention”, Neces- 
fl sity is an important stimulus to industry and also is an 
4) 


} excellent teacher. Attempts to overcome difficulties and 
to solve problems have been made by thoughtful minds at different 
epochs throughout man’s existence. Too often, however, failure to 
overcome apparently insurmountable difficulties has led to abandonment 
of a project when perseverance would have been rewarding. An 
unsuccessful attempt need not be considered a complete failure for 
another’s efforts may supply to an idea, which was considered barren, a 
meaning which the world is ready to accept. The light that revealed the 
larynx had smoldered for half a century before Manuel Garcia reflected 
the sun’s rays to reveal the hitherto darkened chambers of this organ. 

Let us consider the practice of laryngology before Garcia’s contribu- 
tion to this field and review the inventions and adaptations of previously 
employed methods by his predecessors. In 1837, Trousseau and Belloc 
won the prize of the Paris Academy of Medicine for their work on 
laryngeal phthisis. The treatment employed consisted of injecting 
blindly a solution of silver nitrate, through a curved cannula passed 
behind the epiglottis. The larynx had not been observed either before or 
after the treatment. Since tuberculosis and syphilis were considered the 
causes of practically all cases of aphonia and dysphonia, a diagnosis was 
comparatively easy. The treatment was the same for both conditions. 

During 1835, Horace Green who had moved from Rutland, Ver- 
mont, to New York City, spent several months in Europe. In a casual 
conversation with Dr. James Johnson, editor of the British and Foreign 
Medical Review, the difficulty and uncertainty which attended the 
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treatment of laryngeal disease were discussed. Dr. Johnson stated that 
all modes of treatment would fail, until appropriate therapeutic agents 
could be applied directly to the lining membrane of the larynx. This 
remark made a profound impression on the mind of Dr. Green, still 
a young man, and suggested the idea of medicating the cavity of the 
larynx by catheterization. Upon his return to New York City he devised 
a probang to introduce a solution of silver nitrate into the larynx. He 
first met with difficulty but becoming more expert he was able to 
catheterize both larynx and bronchi. He reported the results before the 
Medical and Surgical Society of New York in 1840 and published a 
“Treatise on Diseases of the Air Passages” in 1846." It must be remem- 
bered that all his work was done without laryngoscopic aid. His report 
aroused bitter opposition and his claims were condemned as “an anatomi- 
cal impossibility and an unwarrantable innovation in practical medicine.” 
This opinion was supported by a professor of anatomy. Dr. Green was 
requested to withdraw from membership in the Society. 

Since neither he nor his colleagues had seen the larynx in the living, 
one can appreciate their reaction to his claims, In addition, opposition 
arose from the fact that Dr. Green had a large practice and had carved 
out for himself a specialty when this was considered questionable from 
an ethical viewpoint, particularly as it applied to laryngology. Green 
later vindicated himself by passing a probang through the larynx of a 
man, who had a tracheostomy and demonstrated to a group of physicians 
the distal end of the instrument opposite the opening in the trachea. 

There was no reference in his writings to the problem of inspecting 
the larynx either for purposes of diagnosis or treatment. His ability to 
apply directly to the laryngeal membranes certain therapeutic agents 
seemed to have solved adequately the entire problem, either from a 
diagnostic or therapeutic standpoint. Dr. Green is considered as the 
pioneer laryngologist in the United States. He had visited European 
clinics and was familiar with the work of Trousseau in laryngeal phthisis. 
He had visited England six years after Babington had presented his 
glottiscope to the Hunterian Society. There was no reference to laryngo- 
scopy in his publication and one must conclude that this diagnostic 
aid was not practiced by him and probably was unknown to him. 

Let us now turn briefly to the development of methods of indirect 
laryngoscopy. Tubes and specula for inspection of external canals of 
the body are of ancient origin (Pompeii). The dentist’s mirror seems 
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to have been employed from time immemorial, for it was used in the 
Augustan age, The sun everywhere served as an illuminant, Reflected 
light was introduced in 1743 by Levret of Paris, who inserted a mirror 
of polished steel to aid him in placing ligatures around nasal polyps to 
be removed by constriction. In 1789, Archibald Cleland, an English 
Army surgeon, described an apparatus bearing a candle and a biconvex 
lens “to dart the collected rays of light into the bottom of the ear, or 
the bottom of any cavity that can be brought into a strait line.” 

In 1807, a report was published by Dr. Philip Bozzini on a light 
conductor for the illumination of the internal cavities and spaces in the 
living animal body. It consisted of a source of light, a candle, two hollow 
tubes or specula, each equipped with a mirror, one to reflect the light 
and the other to receive the image. While the requisites for making 
a laryngoscopic examination were fully appreciated by Bozzini, namely: 
“if a person wishes to see around a corner . . . the rays must be broken 
and a mirror is required for illumination and reflexion.” This ingenious 
apparatus was complicated, not easy of application and soon fell into 
oblivion. Its size alone seriously impaired its usefulness for inspection 
of the larynx since it was 13 inches long and 3 inches wide. Bozzini 
must be credited with recognizing the principles of indirect laryngo- 
scopy, but he failed to construct an appropriate apparatus that was 
fitted for the purposes of the art. 

In 1825, a French physiologist, Cagniard de la Tour made an un- 
successful attempt to examine the larynx by introducing a small mirror 
to the back of the throat, hoping with the aid of sunlight reflected by 
a second mirror to see the larynx. He could see the epiglottis, but imper- 
fectly. Had he persevered with this method the name of Garcia might 
not have attained such distinction as it now enjoys in laryngology. 

In 1827, Dr. Senn of Geneva attempted mirror laryngoscopy in the 
case of a little girl but failed probably because he employed no illumina- 
tion, In his remarks he expressed the opinion that “this method could 
be employed with advantage in the case of adults and, in certain cases 
of laryngeal phthisis it might assist in diagnosis.” 

In 1829, Benjamin Guy Babington, presented before the Hunterian 
Society of London, his “glottiscope,” an oblong mirror attached to a 
long shank and a tongue depressor which was united to this by a simple 
mechanism. With the patient seated, back to the sun, light was reflected 
on the laryngeal mirror with an ordinary looking glass. Here was a 
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method which made examination of the larynx possible, although appar- 
ently not practicable or easy for it required two hands. It was not an 
unqualified success for Babington himself abandoned the combination 
mirror and tongue depressor and used only a mirror similar to that 
employed today. He did not use artificial light, depending upon sun- 
light. This may have contributed to its failure of acceptance particularly 
in London. While he used the glottiscope on many patients he left no 
record of his results. 

Three years later Bennati, of Paris, reported seeing the vocal cords 
with the aid of two tubes, one to carry light to the larynx and the other 
to send back the laryngeal image, from a mirror in the distal end. Trous- 
seau, the eminent clinician, who had ordered one for his own use, 
asserted that it was impossible to see the larynx, because the apparatus 
set up so much gagging with closure of the throat, that the larynx would 
have been concealed from view. 

Baumes presented a mirror about 3 cm. in diameter before a medical 
society in Lyons in 1838. He left no record concerning its use, though 
stating it was of value for examining the larynx. 

Two years later, Liston, a Scottish surgeon, used what was probably 
a dentist’s mirror, which was carried well back in the throat. He exam- 
ined only swellings obstructing the laryngeal orifice and made no 
attempt to visualize the vocal cords. 

During 1844, Warden of Edinburgh reported two successful cases 
of laryngoscopy by using a tube and two prisms, one for throwing 
lamplight into a tube and the other at the distal end to cast light upon 
the glottis. To aid in this examination which evidently was difficult he 
touched the throat with the finger to quiet its irritability, to depress the 
tongue, and to dilate the back of the throat, meanwhile encouraging 
the patient to swallow in order to raise the larynx. To have seen the 
larynx in two patients by this method is indeed remarkable, Needless 
to say it never became popular. 

At about this time, Avery of London used an apparatus similar 
to Bozzini’s to see the larynx. He employed a single tube with a reflect- 
ing mirror at its distal extremity, artificial light and a concave perforated 
reflector before the examiner’s eye, to reflect light into the laryngoscope. 
The apparatus was clumsy and heavy and the tube was poorly tolerated 
by the patient. 

All of these attempts to devise an apparatus to visualize the vocal 
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cords were made by physicians who apparently manifested more than 
the usual interest in the larynx and could well be considered as laryn- 
gologists. They wished to see the interior of the larynx so that they 
might diagnose and intelligently treat diseases of that organ, Although 
a number reported that they had observed the vocal cords there is no 
written record of their findings. It is very probable that successful laryn- 
goscopic examinations were isolated and incomplete, largely because 
of technical difficulties and lack of experience. The methods could not 
be considered as consistent practical aids and there was lacking convic- 
tion that they possessed any merit, even in the minds of those who 
invented the various instruments. 

During this time Manuel Garcia, a singing teacher, also manifested 
an interest in the larynx but for a different reason. He probably was as 
familiar with the anatomy of the larynx as any physician of his time 
for he had dissected it on numerous occasions. He was consumed with 
a desire to see “a healthy glottis in the very act of singing”, so that 
he might perfect his anatomical and physiological studies. Gratification 
of this was made possible while he was on vacation and I quote his 
account: “One September day, in 1854, I was strolling in the Palais 
Royal, preoccupied with the ever-recurring wish so often repressed 
as unrealizable, when suddenly I saw the two mirrors of the laryngo- 
scope in their respective positions, as if actually present before my eyes. 
I went straight to Charriere, the surgical instrument maker, and asked 
if he happened to possess a small mirror with a long handle, was in- 
formed that he had a little dentist’s mirror, which had been one of the 
failures of the London Exhibition of 1851. 1 bought it for six francs. 
Having obtained also a hand mirror, I returned home at once, very 
impatient to begin my experiments. I placed against the uvula the little 
mirror (which I heated in warm water and carefully dried); then, 
flashing upon the surface with a hand mirror a ray of sunlight, I saw 
at once to my great joy, the glottis open before me and so fully exposed, 
that I could perceive a portion of the trachea. When my excitement had 
somewhat subsided, I began to examine what was passing before my 
eyes. The manner in which the glottis silently opened and shut, and 
moved in the act of phonation, filled me with wonder.” 

Garcia’s wish had been gratified. He had seen a living larynx in the 
act of phonation. Here was a golden opportunity to learn about the 
physiology of the larynx and to enhance his knowledge of its anatomy. 
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He had a very tolerant throat and as a singer had learned to keep the 
base of his tongue down. He began to perform autolaryngoscopy mak- 
ing observations on his own larynx during phonation and singing. It 
is interesting to note that Garcia was the first to conceive the idea of 
autoscopic examination. He became proficient with the mirror and 
soon studied the larynges of other singers. Both hands were required 
to manipulate the mirrors and therefore the examiner could not hold 
the tongue. No one had enlisted the patient to provide this important 
aid. Garcia admitted that he could not see the anterior end of the 
glottis, but being interested only in singing this did not detract from 
his observations. Up to this time the mechanism of voice production 
was not too well understood, for no one ever had obtained a satisfactory 
view of the larynx in action. Experiments on animals and comparison 
of the larynx with various musical instruments had formed the basis 
of views then held. Needless to say these were not harmonious. 

Garcia presented a paper on “Observations on the Human Voice” 
before the Royal Society of London on May 24, 1855.7 He explained 
“that tones are elicited when the stream of expired air is divided into 
a series of uniformly recurring blasts,” which he called explosions, by 
the regular vibrations of the vocal cords. The closed cords are pushed 
apart by the escaping air, but because of their elasticity they immediately 
come together again, When they are in close apposition the tones are 
pure or brilliant; when contact is incomplete the tones are veiled. He 
recounted how the different registers, chest, falsetto, and head tones, are 
entirely determined by the shape of the cords and the extent to which 
they vibrate; and how the “breaking” of a boy’s voice as he approaches 
puberty is due to their elongation, consequent upon a growth of the 
laryngeal cartilages that produces the prominent “Adam’s apple”. Garcia 
was the first to make and describe these observations. 

His achievement was arrived at independently and represented the 
fruition of his “ever-recurring wish so often repressed as unrealizable.” 
Garcia proved to be an exception to Homer’s sentiment: 

“By mutual confidence and mutual aid 

Great deeds are done and discoveries made; 
The wise new prudence from the wise acquire, 
And one great hero fans another’s fire.” 


Did Garcia obtain “mutual confidence” to inspire, and “mutal aid” 
to guide; did he fan another’s fire? There is every reason to believe that 
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he was unaware of any previous attempts to visualize the larynx or 
any device or apparatus that had been invented for this purpose, Garcia’s 
profession was not scientific from a medical viewpoint. His work and 
life had no common bond with the medical fraternity nor was he aware 
that for fifty years unsuccessful efforts had been made by members 
of the medical profession to achieve that which he had hoped for and 
finally did attain. His decision to employ two mirrors apparently was 
arrived at independently. Had he been familiar with de la Tour’s 
attempts in 1825 to see the larynx by employing two mirrors or with 
Babington’s glottiscope devised four years later, his “unattainable wish” 
to which he frequently referred might have been realized much earlier. 

In 1840, at the age of 35, he had presented before the French Acad- 
emy of Sciences a paper that was highly commended by that dis- 
tinguished group and served as a sound basis for subsequent investigation 
of the voice. Fourteen years elapsed, however, before he was able to 
compare his inferential observations with those based on seeing the 
living larynx during the act of phonation. 

Garcia’s paper in London was received with apathy and shared a 
fate similar to Babington’s contribution. It was believed that the method 
had a limited application; besides, he was not a member of the medical 
profession. His studies of the physiology of the larynx apparently 
escaped notice at that time. Increased interest in his work, however, 
was revived when a conflict over priority arose in continental Europe. 
The principals were Tiirck and Czermak. During the summer of 1857, 
Dr. Ludwig Tiirck of Vienna who had read Garcia’s paper employed 
the laryngeal mirror in the wards of the General Hospital. He was not 
successful and at the end of autumn when there was little sunshine, 
discontinued his attempts. During November of that same year, Dr. 
Johann Czermak of Budapest, a physiologist, to whom Tiirck had 
shown the method, borrowed the mirror since Tiirck had discontinued 
its use. Czermak improved the technique by using artificial light and 
employing the large ophthalmoscopic mirror of Ruete for concentrating 
the rays. Mirror laryngoscopy was no longer dependent on the “clock 
and the barometer”. He also changed the awkward hinge which con- 
nected the mirror with the handle and mirrors of different sizes were 
made. He unquestionably created the “art of laryngoscopy.” 

There can be little doubt that Garcia’s contemporaries recognized 
his great contribution to mirror laryngoscopy and to laryngology, par- 
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ticularly as it pertained to voice disturbance. The following year, in 
1858, when Czermak published his first essay entitled “Physiological 
Researches with the Laryngeal Mirror of Garcia” he gave Garcia’s 
name to the mirror and commented favorably on his original researches. 
Dr. George Gibb* of London in 1863 acknowledged “How much we 
owe to Garcia and his researches which had given the first impulse 
to the study of laryngoscopy and had formed the basis of experiments 
for all subsequent observers.” 

While it is true that Babington demonstrated the possibility of 
viewing the interior of the larynx in 1829, he failed to appreciate the 
significance of his discovery and neither he nor his contemporaries 
foresaw its potential value in the field of laryngology. De la Tour’s 
observations made four years previously suffered a similar fate. Garcia, 
working independently and with an entirely different viewpoint was 
able to see not only his own vocal cords in action, but also made similar 
studies on many singers. His observations, from a singing teacher’s 
point of view embraced physiology and anatomy. There were no medi- 
cal implications, The application of his observations for medical purposes 
was made by Tiirck in 1857. Tiirck’s enthusiasm may have been cooled 
by the cloudy weather of autumn for he observed that “he was very 
far from having any exaggerated hopes about the employment of the 
laryngeal mirror in practical medicine.” Czermak must be credited with 
perfecting the technique of mirror laryngoscopy and demonstrating its 
value in diagnosis and treatment. 

Czermak’s claims precipitated a bitter struggle between himself and 
Tiirck regarding priority. This probably was fortuitous as it unques- 
tionably brought the importance of mirror laryngoscopy before the 
medical profession and both contributed enormously to its popularity. 

In 1859, Morell Mackenzie* visited Czermak and became acquainted 
with laryngoscopy, “whilst the art was still in its cradle.” In the summer 
of 1860, Czermak visited London and through his exertions the fame 
of laryngoscopy spread over the land and it became as indispensable 
an instrument in the hands of the profession as was the stethoscope. 

The use of mirror laryngoscopy in the United States is of interest 
and should be recounted. In 1858, Dr. Ernest Krackowizer who was 
practicing surgery in New York City, received a laryngoscope from 
Vienna, the first of these instruments to reach the United States. He 
demonstrated the vocal cords and emphasized the possibilities, but being 
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a general surgeon had no use for the instrument. Horace Green secured 
a mirror through Krackowizer and proceeded to use it to its fullest 
extent. Bryson Delavan stated “he was the first in this country to 
appreciate its value and to use it clinically.” 

On March 6, 1861 Wm. H. Church presented a paper on the laryn- 
goscope before The New York Academy of Medicine. In 1864, Louis 
Elsberg who went abroad following his graduation from Jefferson 
Medical College in 1857 to study laryngoscopy with Czermak, published 
a book which included his previously presented papers entitled “Laryn- 
goscopical Medication.” Elsberg began courses in Laryngoscopy in 
1861. He was not alone to spread the gospel of laryngoscopy in the 
new world. Within a decade after Garcia’s monumental contribution 
a number of lectureships in laryngoscopy had been established in the 
leading medical schools of this country, Laryngoscopy already was 
well established in the old world. 

In former times discoverers often were persecuted; in later years 
they were ignored and their inventions were neglected. Garcia’s con- 
tribution provoked little interest at the time of its presentation, but 
within a decade it was generally accepted, He had the satisfaction of 
living to participate in its golden jubilee; to observe the creation of a 
new specialty, an important addition to the science of medicine, and 
to have indirectly given help to millions. 

Mr. Chairman, I am very happy to join with you and your colleagues 
to honor the memory of the distinguished singing teacher, Manuel 
Garcia, who made the greatest single contribution to laryngology, one 
hundred years ago. 
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@sesesesesesey acr of reparation on the part of the medical profession”, 
the British Medical Journal called the honors which were 


. paid to Manuel Garcia on his tooth birthday, March 
17, 1905. 
& a King Edward VII of England received him at Buck- 


ingham Palace and designated him a Commander of the Royal Victorian 
Order. Both the Emperor of Germany and the King of Spain sent him 
decorations. Many laryngological societies all over the world sent him 
messages of congratulations. 

Manuel Garcia was thus recognized as the first to describe the 
production of the human voice in the living on the basis of his observ- 
ance with the laryngeal mirror. He published his conclusions on the 
22nd of March 1855. 

We are observing tonight the 150th year of his birth and the 100th 
year of his great discovery. Considering the great honors paid him then, 
I feel quite overwhelmed at being asked to speak of him now. Our 
purpose tonight is not only to pay him homage but to remind ourselves 
of all we laryngologists owe to him and his labors, 

We probably have never thought of the laryngeal mirror as being 
something special. By the time we came along in laryngology, it had 
been so well established in use as to be taken as a matter of course, like 
the many other things we use in examining our patients. 

We should realize that many attempts had been made to use a mirror 
to see the vocal cords before Garcia succeeded. It was by no means a 
new idea. So he was not the inventor of the laryngeal mirror. He dis- 
covered and taught its correct use. 

In 1805, the year of Garcia’s birth, an Italian named Bozzini invented 
a laryngoscope, without intrinsic lighting, somewhat like our direct tube 


* Presented at a Combined Meeting of the Section on Otolaryngology with the Section on Historical 
and Cultural Medicine, November 16, 1955, at The New York Academy of Medicine, in observ- 
ance of the Centenary of the introduction of the laryngoscope 
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of today. This was a tube containing two mirrors, one to reflect the 
light into the larynx and the other to reflect back the image of the 
larynx to the eye of the operator, The source of the light was a tn 
lantern with a candle, placed at the proximal end of the tube. The 
laryngoscope itself was a bulky affair, 13 inches long and correspond- 
ingly wide. The trouble with it was that although Bozzini could handle 
it, and the mirrors successfully reflected the image of the larynx, it 
could be used only on cadavers. No living patient could tolerate it in 
his throat. The same was true of each of the other numerous instruments 
invented in various countries. 

Babington came close to success with what he called his glottiscope. 
It was an oblong mirror mounted on a long shank, much like the modern 
laryngeal mirror. He also had an attachment for depressing the tongue. 
We all know how difficult it is to persuade a patient to tolerate a tongue 
depressor alone or a laryngeal mirror alone. Babington’s combination 
instrument was also unacceptable to the patients, although I believe he 
claimed he had once seen the glottis, At any rate Babington himself 
gave it up and no one else tried it. All these attempts were made without 
local anesthesia, and with poor illumination, using either the sun or a 
candle as a source of light. 

To understand how he succeeded where so many had failed, we 
must consider Garcia’s background. The beginnings of a man are his 
parents and in view of*what Garcia later became and later accom- 
plished, one must conclude that he had extraordinary parents, His 
father, also Manuel Garcia, was a Spaniard. When the senior Garcia 
was a boy of seven years he had a beautiful soprano voice and sang in 
the cathedral choir. Later, after his voice had changed and developed 
he became one of the most noted tenors in Europe. At the age of 20 
he composed his own operas and produced them, About 1825 he brought 
his opera company, composed chiefly of his own family, his wife, son 
and two daughters, to New York, then a city of about 150,000 people. 
For this he was called the Columbus of Music. 

After a season in New York he took his family to Mexico City. This 
was of course a long and arduous trip. Somewhere on the way, all the 
scores of the operas he was to produce were lost. So Garcia, Sr., re- 
wrote from memory all the parts of the operas in time for their produc- 
tion. Such was his musical memory. The season in Mexico was successful 
and the Garcia family started back to New York where a permanent 
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opera house was planned. Before the family left Mexico they fell into 
the hands of bandits who robbed them of all they possessed, So the 
idea of the opera house in New York had to be abandoned. 

It is interesting to consider that except for that disaster, the Garcias 
might have made New York a musical center instead of Paris. As it was, 
Garcia, Sr., with his family went to Paris where he established the 
famous Garcia School of singing. It has been said that he trained most 
of the great singers of the first half of the 19th Century. 

It appears to me that sufficient credit is never given to the mothers 
of geniuses. Many great men fail to leave greatness in their children 
because their wives are untouched by greatness, But Garcia, Sr.’s wife 
also had genius, She was a singer and had a great reputation as a leading 
soprano. The children of such a union could not help but be talented. 
Two daughters became noted sopranos, Our Manuel Garcia had a 
beautiful voice as a child and gave every promise of developing as a 
tenor. But when he grew up he had only a rather poor baritone voice. 
So when he reached the time of decision he had to give up the idea of a 
singing career. How fortunate for laryngology! He always blamed the 
failure of his voice on the severe training which his father gave him 
when his voice was changing. 

He was then forced to seek another career. He made two attempts 
to escape the influence of his father and thus to dodge his destiny. 
First he planned to be a sailor, He studied astronomy and navigation 
and even went so far as to secure an appointment as an officer of a 
merchant ship. He was persuaded by his mother from continuing that 
career. Then he joined the French Army and took part in a brief cam- 
paign in Algeria. When this adventure was concluded he began to 
help his father as a teacher of singing. Garcia, Sr., died shortly after his 
son joined him in teaching. 

Our man was not only a musical genius, he was gifted in many 
ways. He might almost be considered a universal genius, much like 
Leonardo da Vinci. He had an insatiable scientific curiosity and spent 
a great deal of time in studying the anatomy of the larynx, dissecting 
many larynges, both animal and human. One of his sisters related that 
he was always bringing home tracheas of various animals with the larynx 
attached. She would be delegated to blow air with a bellows into the 
trachea of these specimens while he would observe the vocal cords. 

These studies in anatomy probably made him one of the best 
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anatomists of the times in his own field. Later he studied medicine 
insofar as it related to the larynx, and the production of the voice. He 
always insisted that his pupils should have a complete physical examina- 
tion before they began their instructions in singing. No one without a 
robust constitution could endure strenuous vocal training. This is cer- 
tainly our attitude today, These medical and anatomical studies com- 
pleted, he joined his father’s singing school in 1831. He taught singing 
for 65 years, In his work as a teacher he tried to interpret his father’s 
ideas about singing in the light of what he himself learned from his 
investigations of the larynx, It must be remembered that his knowledge 
was entirely from outside sources. He did not see the vocal cords in the 
living person till he had been teaching twenty-five years. How he ap- 
plied his external knowledge to the production of the voice one can only 
surmise, He realized the incompleteness of his knowledge and the desire 
to see the vocal cords was never out of his mind. 

These attempts to introduce science into singing brought him in 
conflict with many of the other singing masters of his time, and I believe 
that conflict has never been completely resolved even up to our own 
time. One of his competitors put it this way: “Since a poet does not 
need to know the anatomy of the brain in order to write verses, why 
should a singer need to know the anatomy of the larynx in order to 
sing?” I think that it was Garcia’s idea that although it need not be 
necessary for the pupil to know anatomy, it was useful for the singing 
master to know anatomy, in order that by observation he could more 
easily correct the faults of the singer. 

In 1848, when he was 43 years old, he moved to London where he 
established a school of singing which became the most famous in Europe. 
Many great singers were trained by him. In fact it has been said that 
whereas his father had trained the great singers of the first half of the 
igth Century, Garcia trained the great singers of the last half. 

Soon after his arrival in London in 1848 he was appointed head 
of the Royal School there, and taught in that school until 1896 retiring 
from teaching at the age of go years. 

We will now speak of the discovery of the use of the laryngeal 
mirror by Garcia. This was in 1855, seven years after he moved to 
London, and had been teaching for 24 years. All that time he had 
longed to see the larynx in action, Yet, during all those years the secret 
was not revealed to him. The solution came to him not by hard trials 
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but all of a sudden, one might say in a sort of “brain storm.” | must quote 
his own words about it. “One September day in 1854, I was strolling 
in the Palais Royal preoccupied with the ever recurring wish, so often 
repressed as unrealizable when suddenly I saw the two mirrors of the 
laryngoscope in their respective positions, as if actually present before 
my eyes. | went straight to Charriere, the surgical instrument maker, and 
asking if he happened to possess a small mirror with a long handle, was 
informed that he had a little dentist’s mirror which had been one of 
the failures of the London Exhibition in 1851. | bought it for 6 francs. 
Having also obtained a hand mirror, | returned home at once, very 
impatient to begin my experiments. I placed against the uvula the little 
mirror which I had heated in warm water and carefully dried, then 
flashing upon its surface with a hand mirror a ray of sunlight, | saw 
at once to my great joy, the glottis open before me, and so fully exposed 
that I could perceive a portion of the trachea. | Just imagine, he did it 
first try!] When my excitement had subsided, | began to examine what 
was passing before my eyes. The glottis silently opening and shutting 
and moving in action and phonation filled me with wonder and admira- 
tion.” One must think this overcame him because he continues, “. . 
after | had recovered from the shock, I replaced the little mirror in my 
throat and again flashed the sunlight onto its surface. | He hit it exactly 
right again! | Then I continued to experiment singing various notes, 
high and low and scales.” This was, of course, extraordinary because it 
is difficult to hold a laryngeal mirror in one’s throat and observe what 
is going on, all at the same time. The extraordinary thing was that 
Garcia succeeded at once without any practice. 

In spite of the fact that many laryngeal mirrors had previously been 
devised, Garcia appears not to have known about any of them, and 
yet from his description of the way he discovered the miracle, one 
would think that he must have seen or heard of one. His idea could 
hardly have been developed in his mind without coming from the 
outside. Can we say it must have been in his subconsciousness all the 
time? No doubt he was already familiar with the way a mirror will 
reflect light. 

We might consider a little why Garcia succeeded, There are three 
elements involved in seeing the larynx,—the mirror, the examiner and 
the patient. You will understand that Garcia was a sort of Siamese 
twin in that he combined in himself both patient and examiner. His 
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ability to endure the mirror in his throat for a prolonged period was due 
to his long training as a singer. It is an ability which singers acquire. 
All otolaryngologists know that larynges of singers are easy to examine 
even without local anesthesia. 

Holmes, who first answered the question on why the singing teacher 
could succeed in finding what a long array of searchers had failed to 
find, maintains that it was because doctors had underrated the impor- 
tance of the one being examined. Garcia had from the beginning of his 
studies dreamed of seeing the larynx in a living human being. Thanks to 
his skill as a singer, he succeeded at the first attempt. For this astonishing 
success the explanation lies near. When Garcia introduced the mirror 
into his throat he automatically assumed the singing position,—his throat 
relaxed and wide open, his tongue flat, and his epiglottis high after a 
deep breath. Only a singer could do that. That is what laryngologists 
teach their patients to do. 

Garcia thus established that the sound of the voice is produced 
entirely by the vocal cords. It was his idea that the cords close tightly 
together before the issue of sound and that pressure from below forces 
the air through in short explosions, The quality of the voice comes from 
the length and tension of the cords and it is modified in the trachea 
below the larynx and in the head above. The larynx has been compared 
to a great variety of musical instruments, the flute, reed instruments, 
spinet, trumpet and lips of a bugler and so on, In reality, the larynx 
is like nothing but itself. It may be that Garcia’s idea about the produc- 
tion of the voice was rather crude, but then he had at his disposal 
none of the means of investigation which we have at the present time. 

After his great experience he was, of course, greatly excited about 
what he had discovered, and went round telling everyone about it,— 
that is, everyone whom he could get to listen to him,—showing his own 
larynx and trying to persuade others to let him look at theirs. All this 
was very interesting to singing teachers but he was not at all successful 
in his attempts to introduce the laryngeal mirror to the medical pro- 
fession. Most of the laryngologists of that time were familiar with the 
many previous failures of the attempts to see the larynx so they be- 
littled his demonstrations on the ground that he had a uniquely tolerant 
and well trained throat, such as would not often be encountered in 
practice. 

In 1857, two years after Garcia’s demonstration, Tiirck in Vienna 
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independently discovered the use of the laryngeal mirror. He first 
used it on cadavers and himself, and then on his patients, using sunlight 
as a source of light. That winter was a cloudy one in Vienna so because 
of the lack of an adequate source of light, Tiirck gave up his work. 
About that time he was visited by Czermak from Hungary, to whom he 
demonstrated the mirror. Czermak was so interested that he borrowed 
the mirror from Tiirck and took it back to Hungary, where he used 
it on his patients in the hospital successfully using a lamp as a source 
of light reflected by a perforated mirror such as is used at the present 
time. Czermak visited various clinics demonstrating his results without 
giving Tiirck what the latter considered sufficient credit. Word of the 
dispute between the two spread all over Europe. As a consequence, 
use of the mirror as a means of diagnosis and treatment was rapidly 
adopted thereafter. 

The dispute between Czermak and Tiirck was so bitter that a 
commission was appointed to decide the matter of priority. This com- 
mission did not decide the question of priority but satisfied the oppo- 
nents by dividing the pecuniary rewards. 

In these days we can look at the matter much more dispassionately. 
Garcia was the first to see the larynx in a human being. Two years 
later Tiirck independently discovered the laryngeal mirror, Czermak 
took the mirror from Tiirck and first used a head mirror and lamp as 
a source of light. 

Both Tiirck and Czermak were able men, Czermak published a 
splendid treatise on the larynx, and his clinic was visited by laryngol- 
ogists from all over the world. Dr. Jerome Green of New York brought 
the first laryngeal mirror to this country. 

As for the school of Garcia, his efforts amounted to a revolution in 
singing from the old Italian empirical to a scientific physiological style. 

He tried to standardize singing on a physiological basis. His attempt 
to deepen the phonetic foundation of his school, and to confirm his 
mechanical theories, led Garcia to the discovery of the mirror and the 
investigation of the interior of the larynx. He tried to lay down general 
principles. He tried to do this by basing his ideas on what he observed 
in his own larynx. Many laryngologists say that this cannot be done, 
that every larynx is a law unto itself. So far as the voice and larynx 
were concerned the mirror then was like the new techniques now 


being used. 
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In the first half of this century many innovations in research have 
been introduced (such as voice recordings, radio, television, and studies 
in phonetics) which promise as great a revolution in the teaching of 
singing as occurred in Garcia’s day, 

We do not know the results of research still continuing. There are 
three schools of opinion. 

1. Strictly empirical. 

2. Strictly scientific based on physiology and acoustics. 

3- A compromise. Natural method, using instruments to spot and 
correct mistakes in order to bring out the natural quality of the 
voice. Observations by means of instruments cannot be used 
as a basis for principles which are applicable to all larynges. 

It is proper to say something about Garcia as a man. He appears to 
have had a genius for friendship as well as for music. He was always 
overwhelmed by pupils seeking instruction after his retirement. To 
the very end of his life, his home was frequented by friends seeking 
the delights of his company. He had a complete command of English, 
French, Spanish, and Italian and thus was a citizen of all Europe. He 
received numerous honorary degrees, one as a Doctor of Medicine. 
Although a small man he had tremendous physical vitality. He was 
head of the London School of singing for nearly 50 years, being 96 
when he stopped teaching. During all that time it is said he never missed 
a teaching appointment. 

Ata dinner when he was go years old he sang a song accompanying 
himself with a guitar. He retained all his senses and mental vigor to the 
end of his life and died without sickness, peacefully in his sleep. 

It is intriguing to think that it is not for the singers he trained he 
is noted now. Their voices are silent. We honor him now for what 
seemed then the least of his gifts to humanity, the laryngeal mirror. 
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THE TWENTY-NINTH 


ANNUAL GRADUATE FORTNIGHT 
THE NEW YORK ACADEMY OF MEDICINE 


October 15-26, 1956 


SELECTED SUBJECTS OF CURRENT SIGNIFICANCE 


MONDAY, OCTOBER 15 
Evening Lectures 


General Topic: THE PLACE OF HYPOPHYSECTOMY AND ADRENALECTOMY IN 
THE MANAGEMENT OF NEOPLASTIC AND METABOLIC DISEASES 


1. Hypophysectomy in Man 
Rolf Luft, Karolinska Institute, Stockholm, Sweden 


2. The Place of Hypophysectomy and Adrenalectomy in the Complications of Diabetes 
Laurance W. Kinsell, Institute for Metabolic Research, Oakland, California 


3. The Place of Adrenalectomy in the Management of Severe Hypertension 
Charles C. Wolferth, University of Pennsylvania, Philadelphia, Pa. 


TUESDAY, OCTOBER 16 
Afternoon Panel Meeting 
The Management of Disseminated Neoplastic Diseases 
Moderator: David A. Karnofsky 
Memorial Center for Cancer and Allied Diseases, New York City 


WEDNESDAY, OCTOBER 17 
Evening Lectures 
General Topic: NEW DRUG THERAPY IN PSYCHIATRY AND HYPERTENSION 


1. The Nature of Drugs with Mental Actions and Their Relation to Cerebral Function 
Harry H. Pennes, Eastern Pennsylvania Psychiatric Institute, Philadelphia, Pa. 


2. New Drug Therapy in Psychiatry: Clinical Uses and Abuses in Mental Disorders 
Paul H. Hoch, Commissioner of Mental Hygiene, New York State 


3. A Clinical Evaluation of Hypotensive Agents 
Irvine H. Page, Cleveland Clinic, Cleveland, Ohio 


Bull. N. Y. Acad. Med. 
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THURSDAY, OCTOBER 18 
Afternoon Clinical-Pathological Conference 
Hypertension 
Moderator: Alfred Angrist 
Albert Einstein College of Medicine, New York City 


FRIDAY, OCTOBER 19 
Evening Lectures 
General Topic: AN EVALUATION OF PRESENT STATUS OF CARDIAC SURGERY 


1. Physiological Considerations and Clinical Indications for Cardiac Surgery 
H. B. Burchell, Mayo Clinic, Rochester, Minn. 


Surgery of Congenital Heart Disease . 
Robert E. Gross, Children’s Hospital, Boston, Mass. , 


3. Surgery of Acquired Heart Disease 
Frank Glenn, The New York Hospital-Cornell Medical Center, New York City 


MONDAY, OCTOBER 22 
Afternoon Panel Meeting 
Surgical Management of Cardiovascular Disease 
Moderator: Ludwig W. Eichna 
New York University-Bellevue Medical Center, New York City 


TUESDAY, OCTOBER 23 
Evening Lectures 
General Topic: THE ADRENAL CORTICAL STEROIDS AND THEIR ANALOGUES 3 


1. Biosynthesis of Adrenal Cortical Hormones 
Gregory Pincus, The Worcester Foundation for Experimental Biology, Shrewsbury, 
Mass. 
2. The Role of the Adrenal Cortical Steroids and Their Analogues in Electrolyte and 
Fluid Metabolism 
Louis J. Soffer, The Mount Sinai Hospital, New York City 


3. Clinical Uses and Hazards of the Adrenal Hormones and Their Analogues in the 


Management of Rheumatic Diseases 
Joseph J. Bunim, National Institute of Arthritis and Metabolic Diseases, Bethesda, 


Maryland 
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WEDNESDAY, OCTOBER 24 
Afternoon Clinical-Pathological Conference 
An Endocrine Problem 
Moderator: John G. Kidd 
The New York Hospital-Cornell Medical Center, New York City 


THURSDAY, OCTOBER 25 
Evenira ‘ectures 


General Topic: POLIOMYELITIS 


1. The Nature of Viruses 
Mark H. Adams, New York University-Bellevue Medical Center, New York City 


2. Present Status of Attenuated Live Virus Poliomyelitis Vaccine 
Aibert B. Sabin, The Children’s Hospital Research Foundation, Cincinnati, Ohio 


3. Recent Experience and Present Status of Killed Virus Poliomyelitis Vaccine 
Joseph E. Smadel, National Institutes of Health, Bethesda, Maryland 


FRIDAY, OCTOBER 26 
Afternoon Panel Meeting 
Therapy of Infections 
Moderator: David E. Rogers 


Division of Infectious Diseases, The New York Hospital- 
Cornell Medical Center, New York City 


A SCIENTIFIC EXHIBIT WILL BE ON DISPLAY 
THROUGHOUT THE FORTNIGHT 
REGISTRATION FEE—$10.00 for non-Fellows of the Academy. Medical Officers of the 


Armed Services, in uniform, will be admitted without charge. Interns and Residents will 
be admitted without charge, provided they present letters from their chiefs of service. 


All inquiries and requests for registration should be addressed to: 


Secretary, Graduate Fortnight 
THE NEW YORK ACADEMY OF MEDICINE 
2 East 103 Street, New York 29, N. Y. 


Bull. N. Y. Acad. Med. 


| 
‘ 


1. Barany Pointing Test. The patient points at a stationary object, first with his eyes open 
and then closed. A constant error in pointing (past pointing) with his eyes closed in the 
presence of vertigo indicates peripheral labyrinthine disease or an intracranial lesion. 


2. The Caloric (Barany) Test. 

The patient sits with his eyes fixed on 
a Stationary object and the external 
ear canal is irrigated with hot (110 to 
120 F.) or cold (68 F.) water. If the 
vestibular nerve or labyrinth is de- 
stroyed, nystagmus is not produced 
on testing the diseased side. 


3. The Rotation (swivel chair) Test. 
The patient sits in a swivel chair with 
his eyes closed and his head ona level 
plane. The chair is turned through ten 
complete revolutions in twenty seconds. 
Stimulation of a normal labyrinth will 
cause nystagmus, past pointing of the 


arms and subjective vertigo. 


Notes on the Diagnosis and Management of “‘Dizziness” 


I. Vertigo 


The term “dizziness” (vertigo) 
should be restricted to the sensa- 
tion of whirling or a sense of mo- 
tion.! This sensation is usually of 
organic origin and is the tangible 
symptom of a specific pathology. 

Moderate vertigo, with a sense 
of motion and a whirling sensa- 
tion, may be produced by infec- 
tion, trauma or allergy of the 
external or middle ear. Examina- 
tion of the ear will usually dis- 
close the abnormality. 

Severe vertigo, which will not 
permit the patient to stand and 
causes nausea and vomiting, in- 
dicates an irritation or destruction 
of the labyrinth. The specific con- 
dition may be labyrinthine hy- 
drops, an acute toxic infection, 
hemorrhage or venospasm of the 


labyrinth or a fracture of the laby- 
rinth. Multiple sclerosis and 
pathology of the brain stem should 
be considered also. 

It is important to learn if the 
patient’s sensation is continuous 
or paroxysmal.? Paroxysmal ver- 
tigo suggests specific conditions: 
Méniére’s syndrome, cardiac dis- 
ease and epilepsy. Continuous 
vertigo without a pattern may be 
due to severe anemia, posterior 
fossa tumor or eye muscle im- 
balance. 

Dramamine® has been found 
invaluable in many of these con- 
ditions. In mild or moderate ver- 
tigo it often allows the patient to 
remain ambulatory. A most satis- 
factory treatment regimen for 
severe “dizziness” is bedrest, mild 


sedation and the regular adminis- 
tration of Dramamine. 

Dramamine is also a standard 
for the management of motion 
sickness, is useful for relief of 
nausea and vomiting of radiation 
sickness, eye surgery and fenestra- 
tion procedures. 

Dramamine (brand of dimen- 
hydrinate) is supplied in tablets 
(50 mg.) and liquid (12.5 mg. in 
each 4 cc.). G. D. Searle & Co., 
Research in the Service of Medicine. 


1. Swartout, R., III, and Gunther, K.: 
“Dizziness :” Vertigo and Syncope, GP 
8:35 (Nov.) 1953. 


2. DeWeese, D. D. : Symposium : Medical 
Management of Dizziness: The Impor- 
tance of Accurate Diagnosis, Tr. Am. 
Acad. Ophth. 58:694 (Sept.-Oct.) 1954, 


DRAMAMINE® IN VERTIGO 
‘ 
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PROTEIN-BOUND IODINE 
TOTAL IODINE 


PAPER ELECTROPHORESIS 
CATECHOL-AMINES 
STEROID CHEMISTRY 
CLINICAL CHEMISTRY 


SATISFACTION GUARANTEED } BOSTON MEDICAL 
Specialists in Plastic and Glass _ LABORATORY 

Artificial Human Eyes Exclusively _ 3 JOSEPH BENOTTI NORBERT BENOTTI 


Referred Cases Carefully Attended | Medical Director P 


FRANCESCA M. RACIOPPI, M.D. : 
19 Bay State Road 
FRIED & KOHLER, Inc. Boston 15, Mass. 


KEnmore 6-0348 — 0533 
665 FIFTH AVENUE near 53rd Street — 
NEW YORK, N. Y. Tel. Eldorado 5-1970 
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VISCERAL EuToNic 


DACTIL 


PLAIN AND WITH PHENOBARBITAL 


relieves pain--spasm in.10 


does not interfere with digestive secretions : 


DACTIL is the only brand of N-ethyl-3-piperidy! 
diphenylacetate hydrochloride. 


OF 
; 
gastroduodenal 
biliary 
a 
| a a 


Tetracycline Lederle 


ACHROMYCIN is unsurpassed in its range of 
effectiveness. Each successive month more 
physicians are confirming this fact for them- 
selves in their own daily practice in the ther- 
apy of respiratory, genitourinary, dermato- 
logic and other infections. 


ACHROMYCIN can be of service to you because 
of these important advantages: 


@ true broad-spectrum action 
e rapid diffusion and penetration 


e@ prompt control of infection 


proved effective against a wide variety of 
infections caused by Gram-positive and 
Gram-negative bacteria, rickettsiae, and 
certain viruses and protozoa 

@ side effects, if any, usually minimal 

e produced under exacting quality control 


in Lederle’s own laboratories and offered 
only under the Lederle label 


® a complete line of dosage forms 


ACHROMYCIN SF 


ACHROMYCIN Tetracycline with STRESS For- 
MULA VITAMINS for severe or prolonged ill- 
ness. Attacks the infection — defends the pa- 
tient — hastens normal recovery. Offered in 
Capsules of 250 mg. and in an Oral Suspen- 
sion, 125 mg. per 5 cc. teaspoonful. 


filled sealed capsules 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY ap 


PEARL RIVER, NEW YORK 


* 


REG. U.S. PAT. OFF. 


PHOTO DATA: 8 X 10 GROVER VIEW CAMERA 


100 SEC. AT F.22 Ex 
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EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


widely used 
natural. oral 


est rogen 


AYERST LABORATORIES 
New York, N.Y. @ Montreal, Canada 
5645 


an 
outstanding 
clinically 
effective 
ORAL 
preparation 


replacement 
| of pancreatic 
insufficiency. 


A recent Seminar at the New York Academy 
of Sciences emphasized the general accept- 
ance by distinguished authorities of the 
hypothesis that psoriasis depends for its 
development upon a disturbance of fat 
metabolism.* 


Clinical evidence indicates psoriasis may be 
due to a disturbance of the lipid metabolism, 
evidently caused by a deficiency of pancre- 
| atic enzymes.* 

! LIPAN Capsules have been shown to be clin- 
i ically effective in 66.7% cases. This is well 
| above the established minimum for all types 
| of psoriatic therapy of 36.2%. 

LIPAN — and nothing but LIPAN, as main- 
tenance regimen may keep patients free of 
lesions.® 


| "References available. 

LIPAN Capsules contain: Specially prepared, 
highly activated, desiccated and defatted 

| whole Pancreatic Substance; Thiamin 

| HCl, 1.5 mg.; Vitamin D, so00 I.U. 

| Available: Bottles 180’s, s00's 

COMPLETE LITERATURE AND REPRINTS 
| UPON REQUEST, JUST SEND AN ® BLANK. 


Spirt & Co., Inc. 


wartesver, Conn. 


‘ 
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the first thought for pain relief 
Prescribe 1/20 gr. DILAUDID HCI Tablets or Ampules for Prompt Relief of Pain 


Pain relief without hypnosis 
Smooth, quick action 
Minimum of side effects 


An opiate, may be habit forming 


*Dilaudid is subject to Federal narcotic regulations. 
Dilaudid®, brand of Dihydromorphinone, a product of E. Bilhuber, Inc. 


ORANGE 
BILHUBER-KNOLL CORP. distributor NEW JERSEY 


Porkchester, Bronx Jamaica, Queens 


White Plains, N. Y = “Sy Flatbush, Brooklyn 


MACY'S PRESCRIPTION DEPARTMENT 


Macy's is accurate. Our Prescription Department is a modern, sani- 
tary laboratory, staffed by competent pharmacists. All of our com- 
pleted prescriptions are carefully checked by supervising pharmacists. 
Our stock of ingredients is wide and reliable; it includes not only 
standard drugs, but also new and scarce products. And our prices 
are low. 


No wonder so many physicians prefer Macy's Prescription Department. 
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The GERIJECT INJECTION GERIJECT TABLETS 


@ ESSENTIAL VIT. B COMPLEX FACTORS @ 12 VITAMINS 
P @ 11 MINERALS 
@ INOSITOL @ IRON @ 3 LIPOTROPICS 
@ CHOLINE @ dl-METHIONINE 
@ LIVER 


/ 


Effective continuous vitamin-min- Economical to both physician and patient, 
eral therapy is now available for Geriject Injection, supplemented by daily 
your patients . . . particularly use of Geriject Tablets, insures constant, 
those receiving geriatric therapy. effective vitamin-mineral intake. 


For samples and literature, write DEPT. G 


C. F. KIRK.COMPAN Y wy. 


For acidosis due to anesthesia — edema 


KALAK]. 
Counter-Acts 


ANTI-BIOTIC 
REACTIONS 


. KALAK is a non- 
§ laxative, alkaline diuretic 
buffer —side _ reactions 


from aureomycin — terra- MAGER & 


mycin ~- sulfas — penicillin 


are reduced through the GOUGELMAN, Inc. 


wee of KALAK ~ OVER A CENTURY OF SERVICE * 1851-1956 
contains only those salts NORMALLY ‘ 
@ PRIVATE FITTINGS 


t in plasma. . . . IT IS BASIC! 
present in plasma s © PERSONAL ATTENTION 


KALAK WATER CO. @ EXPERIENCE & SKILL 
of NEW YORK, Inc. mene 
90 West St., New York 6, N. Y. 510 MADISON AVE., N. Y. 22 


Fer acidosis due te navsea — in nephritis Telephone Plaza 5-3756 


ANSWER 
PLASTIC AND GLASS EYES 
| 


Personalize Arthritis Therapy 


“ 


with Steroids plus BUFFERIN’ 


Exploit fully the use of salicylates in arthri- 
tis—give steroids in minimal doses—combine 
salicylates with corticosteroids for additive 
antiarthritic effect —this is the program 
Spies! advocates in a recent article in the 
Journal of the American Medical Associa- 
tion. 

Treatment of rheumatoid arthritis de- 
mands a “highly individualized program,” 
Spies! writes. The additive action of salicy- 
lates permits use of smaller amounts of hor- 
mones, thus lessening or eliminating their 
well-known side effects. ‘A proper mixture 
of salicylates and corticosteroids produces an 
effective antirheumaticagent in many cases.”’! 


Suit your treatment to your individual 


arthritic patient. Use the hormone you pre- 
fer, in the dosage you think best, but for 
better results combine it with BuFFErin, the 
salicylate proved to be better tolerated by 
arthritics.? 

BUFFERIN contains no sodium, a marked 
advantage when cardiorenal complications 
make a salt-restricted diet necessary. 

Each BuFFerin tablet contains 5 grains 
of acetylsalicylic acid __. 
and the antacids mag- 
nesium carbonate and 
aluminum glycinate. 


REFERENCES: 
1. J.A.M.A. 159: 645 (Oct. 15) 1955. 
2. J.A.M.A. 158: 386 (June 4) 1955. 


BRISTOL-MYERS CoO., 19 West 50 Street, New York 20, N. Y. 
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POSTGRADUATE RADIO PROGRAMME OF : 
THE NEW YORK ACADEMY OF MEDICINE 


arranged by THE COMMITTEE ON MEDICAL INFORMATION 
in cooperation with THE COMMITTEE ON MEDICAL EDUCATION 
and the GRADUATE MEDICAL FACULTY of THE NEW YORK ACADEMY OF MEDICINE 


THURSDAYS — 9:00 P.M. — 10:00 P.M. Station WNYC-FM — 93.9 megs. 


August 2 PSYCHOLOGICAL DYNAMICS OF THE “FAMILIAL ORGAN- 
ISM”—Nathan W. Ackerman, Associate Clinical Professor of Psychi- 
atry, College of Physicians and Surgeons, Columbia University, N. Y. 


August 9 MANAGEMENT OF SEVERE UPPER GASTROINTESTINAL 
HEMORRHAGE (panel)—Frederick H. Amendola, moderator, Chief 
of Surgery, Roosevelt Hospital, New York, with Burrill B. Crohn, 
Paul Reznikoff and Louis M. Rousselot. 


August 16 SPONTANEOUS CEREBRAL VASCULAR DISEASE: DIAG- 
NOSIS AND TREATMENT—Louis Hausman, Director, Neurolog- 
ical Service, Second (Cornell) Medical Division, Bellevue Hospital, 
New York. 


FREUD AND MEDICINE—Roy R. Grinker, Director, Institute for 
Psychosomatic and Psychiatric Research and Training of the Michael 
Reese Hospital, Chicago, Ill. 


August 23. THE HUMANIST LOOKS AT THE DOCTOR—John W. Dodds, 
Ph.D., Professor of English and Director of Special Programs in 
Humanities, Stanford University, Stanford, Cal. 


August 30 MANAGEMENT OF PROSTATIC OBSTRUCTION (panel) Part I 
—Robert S. Hotchkiss, moderator, Professor and Chairman, Depart- 
ment of Urology, New York University-Bellevue Medical Center, 
New York, with Herbert Brendler, J. Kingsley Lattimer, Victor F. 
Marshall and Fedor L. Senger. 

Atropine Sulfate—0.0002 


EFFECTIVE THERAPY FOR yuourt RELIEF IN THE © in © Stabilized Aqueous solution 
TREA ‘MENT SUPPLIED 
, sid KIRK No. 339 10 cc. multiple dose 
f rubber copped vial. 
KIRK No. 347 1 cc. ampul in boxes 
of 12 and 25. 


C. F. KIRK 


LABORATORIES 


For Intramuscular Use 


CONTAINS 
Thiamine Hydrochloride—O.100 
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your allergy patients need a litt 


What with sneezing, wheezing and scratching, being 


® 
allergic is fatiguing business. As a result your 
hypersensitive patients suffer from emotional de- 


ond pression in addition to their allergic symptoms. 
phenidylacetate hydrochloride CIBA) 


Now, with Plimasin, you can give these patients a 
lift—and obviate sedative side effects. Plimasin is a 
combination of a proved antihistamine and Ritalin 
—a new, mild psychomotor stimulant. Plimasin not 
only relieves the symptoms of allergy but counter- 
acts depression as well. 


Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 


Tablets (light blue, coated), each containing 25 mg. Pyriben- 
zamine® hydrochloride (tripelennamine hydrochloride 
CIBA) and 5 mg. Ritalin® hydrochloride (methyl-pheni- 
dylacetate hydrochloride CIBA) 


CIBA 


SUMMIT, N.J. 2/2267" 
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Dosage: 1 tablet 
b.i.d. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT, N. J. 


Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,' in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen’ also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine ... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication. 


Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Ritalin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


(reserpine and methyl-phenidylacetate hydrochloride CIBA) 


2/2200" 
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“Com parison of the e fect of Raudinin (tranquilizer) and-a | 
barbiturate (sedative) on the corticel electrnencephalogrum 


After Raudixin. E.E:G. not altered, 


After barbiturate. Typical “ 


spindling” effect. 


Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


posace: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


suPPLy: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 6000. 


SQUIBB Squibb Quality—the Priceless Ingredient 1s SQUIRE TRADEMARE 


WHAT IS THE 
BETWEEN A TRANQUILIZER | 

AN D A SED ATIVE. 


The first survey of family 
medical costs since 1933 


FAMILY MEDICAL COSTS AND 
VOLUNTARY HEALTH INSURANCE 
A Nationwide Survey 


By ODIN W. ANDERSON, Ph.D., Health 
Information Foundation with JACOB J. 
FELDMAN, National Opinion Research 
Center. 
A definitive.source book based on new data from 
interviews containing the first national survey of 
family medical costs done since 1933, the first ever 
to our knowledge covering the extent and effects of 
voluntary health insurance. The study is based on 
a@ representative sampling of American families 
who were given extensive interviews in their homes. 
Provides data for answering two broad problems 
which will face voluntary health insurance: how to 
expand in terms of people covered, and how to 
expend in terms of benefits offered. 248 pages, 
6 x 9, 54 illus. In Press 


Clarke and De! Guercio 


UROLOGY 


By B. G. CLARKE, M.D., F.A.CS., Tufts 
University School of Medicine; and I OUIS 
R. M. DEL GUERCIO, M.D., St. Vincent's 
Hospital, New York City. 
Here, in a book brief enough to be used in board 
reviews are the essentials of urology. An important 
feature of the book is its collection of X-rays and 
photomicrographs from typical case disorders, ac- 
companied by the patients’ histories. 
Note the contents of Clarke and Del Guercio’s 
UROLOGY—Part I: Diagnosis of Genitourinary 
Disorders—1. History Taking—2. Physical Exami- 
nstion—3. Laboratory Diagnosis—4. X-ray Diagnosis 
Part II: Physiologic Disturbances—5. Physiology of 
the Kidney (by Joseph M. Hayman, Jr.)—46. Di- 
seases of the Nephron (by Joseph M. Hayman, Jr.) 
—1. Physiology of Urine Transport—8. Neurogenic 
Dysfunction of the Bladder—9. Physiology of Semen 
Conduction and Male Infertility Part Ill: Princi- 
ples of Treatment—10. Surgical Anatomy, Catheter- 
ization, and Surgical Technic—11. Embryology of 
the Urogenital Tract and Treatment of Malforma- 
tions—12. Urinary and Genital infections (by B; G. 
Clarke and John J. Finn, Jr.) —13. Urinary Distur- 
bances in the Female—14. Genitourinary Tubercu- 
losis—15. Physiology and Treatment of Urinary 
Calculi—16, Urinary Obstructions—17. Urogenital 
Wounds and Injuries—18. Tumors of the Urogeni- 
tal Organs. 250 pages, 6 x 9, 162 illus., $6.50 


A book devoted to the 
management of diabetes 


Root and White 


DIABETES MELLITUS 


By HOWARD F. ROOT, M.D., F.A.CP., 
and PRISCILLA WHITE, M.D., Sc.D., 
F.A.C.P, Both of the Joslin Clinic. 


This handbook is intended primarily for the day-to- 
day use of the physician in practice and is devoted 
to the management of diabetes and its complica- 
tions. The relation of diabetes mellitus and general 
medicine, including obstetrics, pediatrics, and sur- 
gery is presented. Treatments by means of die? and 
insulin, including reference to the recent develop- 
ment of oral treatment, are described as they have 
been generally employed at the New England 
Deaconess Hospital and in office practice at the 
Joslin Clinic. 
Approx. 400 pages, 54% x 844, $7.00 


New Second Edition 
Sawitz 
MEDICAL PARASITOLOGY 


For Medical Students & Practicing Physicians 


By WILLIAM G. SAWITZ, M.D., Jeffer- 
son Medical College of Philadelphia. 


The short, concise, to-the-point style of the first 
edition is maintained in this new edition. The 
chapter on treatment has been extensively revised. 
Better drawings, based on the teaching experience 
of the author, have been used to show the essential 
diagnostic points more clearly. The material has 
been brought up to date to take into account 
changed concepts of certain phases, or new facts 
elucidating previously obscure phases, Changes 
based on comments and reviews have been made in 
the text. A synopsis has been added to give an 
overall view of various phases of medical parasitol- 
ogy. Deals with some general principles and diag- 
nostic parasitology—-such as prevention of parasitic 
diseases, their incidence in the U.S. and the world, 
blood pictures in parasitic diseases, and material to 
be examined for diagnosis, 342 pages, 6 x 9, 91 
illus. (13 New), $6.00 


Piaxiston DIVISION, McGRAW-HILL BOOK COMPANY, I INC. 
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